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On  Being  Two  Hundred 
1^87-1987 


WHITFIELD  J.  BELL,  JR. 

The  decade  of  the  1780s  used  to  be  called  "the  critical  period  of 
American  history" — a  time  when  it  was  uncertain  whether  the  newly 
independent  states,  overwhelmed  by  debts,  coping  with  disorder  and 
a  score  of  seemingly  insoluble  problems,  could  create  an  effective 
government.  Yet  in  many  respects,  in  that  same  decade  the  citizens 
displayed  constructive  imagination,  purpose  and  force.  They  made 
many  advances  in  the  1 780s  to  complete  the  independence  they  had 
won  in  war.  Benjamin  Rush,  a  principal  founder  of  the  College  of 
Physicians  of  Philadelphia,  who  sensed  so  many  truths  and  movements 
of  his  time,  distinguished  "the  American  Revolution"  from  "the  late 
American  war."  The  "war,"  he  said  in  an  address  to  the  College  in  1787, 
had  given  a  "spring"  to  men's  minds  in  matters  of  moral  and  scientific 
enterprise,  releasing  energy  to  achieve  fully  the  "revolution." 

At  the  lowest  level  this  meant  separating  American  institutions  from 
their  British  foundations,  planting  them  firmly  in  American  soil.  Thus, 
for  example,  the  Anglican  Church,  separating  itself  from  the  Church 
of  England  by  changes  in  organization  and  liturgy  and  by  the  ordina- 
tion of  bishops  in  America,  became  the  Protestant  Episcopal  Church 
in  the  United  States,  and  Presbyterians  called  together  their  first  Gen- 
eral Assembly,  which  formed  the  Presbyterian  Church  in  the  United 
States  of  America.  Even  the  Grand  Lodge  of  Masons  of  Pennsylvania, 
chartered  by  the  Grand  Lodge  of  England,  declared  itself  independent 
and  proposed  that  a  grand  lodge  of  North  America  be  established  with 
George  Washington  as  Grand  Master.  On  another  level,  Jedidiah  Morse's 
American  Geography  and  Humphry  Marshall's  Arbustrum  Ameri- 
canum,  the  American  Grove,  a  catalog  of  native  trees  and  shrubs, 
helped  to  establish  a  sense  of  national  independence  and  identity. 
Noah  Webster  undertook  to  fashion  an  American  language  and  speech, 
while  earnest  reformers,  decrying  foreign  manners,  called  on  Amer- 
icans to  adopt  customs  and  a  national  costume  suitable  to  republican 
simplicity.  To  study  the  science  of  government,  now  the  responsibility 
of  all,  a  Society  of  Political  Inquiries  was  formed;  its  president  was 
Benjamin  Franklin. 
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The  "spring"  that  Rush  saw  in  America  manifested  itself  in  the  1 780s 
in  a  score  of  institutions  designed  to  complete  the  "revolution."  The 
American  Philosophical  Society,  which  had  achieved  international  rep- 
utation by  its  observations  of  the  transit  of  Venus  in  1 769,  erected  a 
meeting  hall  in  1785,  resumed  publication  of  its  Transactions  in  1786, 
and  was  called  on  to  become  the  center  of  a  "federal  empire"  of  state 
and  local  scientific  associations.  The  abolition  of  slavery  and  the  edu- 
cation of  blacks,  as  logical  consequences  of  the  "revolution,"  were 
promoted  by  voluntary  associations.  The  Philadelphia  Prison  Society 
pioneered  in  obtaining  humane  treatment  for  prisoners.  Both  the  Prison 
Society  and  the  Pennsylvania  Abolition  Society  were  founded  in  1787. 

Nothing  was  more  important  for  securing  the  blessings  of  liberty 
won  by  the  "revolution"  than  education.  Rush  played  a  decisive  role 
in  founding  both  Dickinson  and  Franklin  Colleges  in  Pennsylvania.  He 
championed  the  education  of  women  and  sketched  a  system  of  higher 
education  for  the  new  nation — colleges,  state  universities  and  profes- 
sional schools,  and  at  its  summit  a  national  university  where  citizens 
would  be  trained  for  public  office.  In  politics  the  "spring"  produced 
two  incomparably  farsighted  achievements  in  the  summer  of  1 787  — 
the  Federal  Constitution  and  the  Northwest  Ordinance,  which  as- 
sured the  growth  and  stability  of  the  republican  empire. 

Inevitably,  medicine  was  caught  up  in  this  intellectual  and  social 
ferment.  As  Rush  put  it  in  his  address,  "before  the  human  faculties  had 
contracted  to  their  former  dimensions,"  a  new  medical  society,  "formed 
upon  principles  accommodated  to  the  present  state  of  society  and 
government  in  America,"  was  created  in  the  capital  of  the  nation.  It 
was  the  College  of  Physicians  of  Philadelphia. 

American  Philosophical  Society 
104  S.  5th  Street 
Philadelphia,  PA  19106 
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A  Selection  of  Treasures  from  the  Historical  Collections  of 
the  Library  of  the  College  of  Physicians  of  Philadelphia 

THOMAS  A.  HORROCKS 

After  receiving  his  medical  degree  from  the  University  of  Edinburgh 
in  July  of  1763,  twenty-eight-year-old  John  Morgan  embarked  on  a 
grand  tour  of  Europe.  The  tour  was  grand  indeed,  for  the  Philadel- 
phian  visited  Holland  with  Boswell,  obtained  audiences  with  the  King 
of  Sardinia  and  the  Pope,  traveled  for  a  time  with  the  Duke  of  York's 
entourage  in  Italy,  visited  with  Voltaire  in  Ferney,  and  had  his  portrait 
painted  by  Angelica  Kauffmann.  The  young  physician  also  had  the 
pleasure  of  meeting  Giovanni  Battista  Morgagni  in  Padua.  Morgagni, 
who  was  then  eighty-two  years  old,  had  been  a  professor  at  the  Uni- 
versity of  Padua  for  sixty  of  those  years  and  was  one  of  the  most 
renowned  men  of  medicine  in  Europe. 

Morgagni  is  considered  the  father  of  pathological  anatomy  owing  to 
his  monumental  work,  De  sedibus,  et  causis  morborum,  which  was 
published  in  Venice  in  1761.  Based  on  hundreds  of  case  histories, 
including  necropsy  reports,  Morgagni's  De  sedibus  compared  for  the 
first  time  the  clinical  symptoms  of  a  disease  with  the  postmortem 
findings.  De  sedibus  contains  brilliant  descriptions  of  various  condi- 
tions, including  heart  block,  angina  pectoris  and  tuberculosis  of  the 
kidney. 

When  Morgan  visited  the  celebrated  anatomist  in  Padua,  he  gave 
him  a  copy  of  his  medical  dissertation.  In  return,  Morgagni  presented 
the  young  doctor  with  a  copy  of  De  sedibus,  with  each  title  page 
bearing  an  inscription  by  the  author  (. Fig.  1 ). 

On  his  return  to  Philadelphia  in  1765,  Morgan  established  the  first 
medical  school  in  America,  now  part  of  the  University  of  Pennsylvania. 
Twenty-two  years  later  he  helped  found  the  College  of  Physicians  of 
Philadelphia  and  a  year  later,  in  1788,  he  aided  in  the  establishment  of 
its  library  by  donating  the  first  books  to  the  institution,  including 
Morgagni's  presentation  copy  of  De  sedibus.  The  College  thus  received 
its  first  literary  treasure. 

Since  then  the  Library  of  the  College  has  been  acquiring  rare  books 
and  manuscripts  of  medical  importance.  In  1953  the  College  created 
the  Historical  Collections  to  maintain  and  preserve  them.  To  list  all 
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Figure  1.  Title  page  of  Volume  2  of  Morgagni's  De  sedibus  (Venice,  1761 ),  with 
the  author's  inscription  to  John  Morgan  at  the  bottom. 

the  treasures  currently  in  the  Historical  Collections  would  be  a  far 
greater  task  than  this  undertaking  allows;  therefore,  I  will  concentrate 
on  particularly  rare  books  and  manuscripts  in  the  Historical  Collec- 
tions. 

One  of  our  oldest  treasures  is  a  fourteenth-century  manuscript  of 
Arnold  of  Villanova's  De  inflrmitatibus  occulorum  (circa  1350).  Ar- 
nold, who  was  born  in  Valencia,  Spain,  attended  the  University  of 
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Montpellier,  one  of  the  outstanding  seats  of  medieval  learning.  His 
education  was  complemented  by  extensive  travel  throughout  France, 
Italy  and  Spain,  where  he  learned  much  about  the  medical  practices 
of  his  day.  One  of  the  most  influential  physicians  of  the  Middle  Ages, 
he  is  credited  with  over  sixty  works  on  numerous  aspects  of  medicine, 
including  ophthalmology.  His  manuscript  on  the  infirmities  of  the  eye, 
which  was  given  to  the  Library  of  the  College  in  1894  by  Dr.  S.  Weir 
Mitchell,  is  notable  for  containing  a  drawing  of  medieval  instruments 
used  in  eye  surgery  (Fig.  2).  Imagine  the  poor  patient  having  to  face 
a  physician  wielding  needles  for  couching  a  cataract  and  talons  for 
removing  foreign  bodies  from  the  eye — in  a  time  long  before  anesthesia. 

Although  the  author  added  nothing  new  to  the  study  of  ophthal- 
mology, De  inflrmitatibus  occulorum,  and  other  works  on  ophthal- 
mology in  the  Historical  Collections  of  the  Library,  make  the  College 
a  leading  repository  of  material  in  this  field. 

In  addition  to  medieval  manuscripts,  the  Historical  Collections  of 
the  Library  also  contain  over  430  incunabula,  three  of  which  will  be 


Figure  2.  Medieval  instruments  used  in  eye  surgery,  from  Arnold  of  Villanova's  De 
inflrmitatibus  occulorum  (ca.  1350). 
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discussed  below.  The  first  of  these,  Aulus  Cornelius  Celsus's  De  med- 
icina  (Florence,  1478),  has  a  charming  history.  In  1913  Sir  William 
Osier,  always  on  the  lookout  for  books  for  the  College,  noticed  this 
eclitio  princeps  of  Celsus's  work  listed  in  a  Quaritch  rare-book  catalog 
and  immediately  cut  out  the  item.  He  sent  it  to  his  good  friend  in 
Philadelphia,  S.  Weir  Mitchell,  with  the  following  note  penciled-in  on 
the  bottom:  "This  is  a  superb  copy!  Why  not  bleed  the  Fellows  of  the 
College?  I  will  go  $25.  W.  O."  Although  he  believed  the  asking  price 
of  £84  "shocking,"  Osier  admitted  that  it  was  the  best  copy  of  De 
medicina  he  had  seen  "except  for  the  famous  Grolier  copy  in  the 
British  Museum." 

Celsus,  who  flourished  in  the  first  century  ad.,  was  a  Roman  writer 
from  a  noble  family.  While  he  was  not  trained  as  a  physician,  Celsus 
presented  the  best  account  of  Roman  medicine  that  has  survived. 
Written  about  30  a  d  ,  the  manuscript  version  of  De  medicina  was  lost 
during  the  Middle  Ages,  later  to  be  rediscovered  in  Milan  in  1433. 
Celsus's  De  medicina  was  not  only  one  of  the  first  books  printed  in 
Roman  type  but  was  one  of  the  few  popular  non-Arabic  medical  books 
of  the  fifteenth  century.  What  makes  this  copy  unique,  however,  is  its 
beautifully  illuminated  first  page  (Fig.  3 J,  and  the  ownership  inscrip- 
tion on  its  last  —  that  of  Giorgio  Antonio  Vespucci,  uncle  and  tutor  of 
Amerigo,  for  whom  America  was  named. 

With  Osier's  influential  backing,  Mitchell's  "bleeding"  of  the  Fellows 
proved  to  be  a  success.  In  fact,  Dr.  James  C.  Wilson,  President  of  the 
College  at  that  time,  stated  that  "never  was  blood  given  with  better 
grace." 

Another  popular  medical  book  of  the  Middle  Ages  was  the  Hortus 
sanitatis  (Mainz,  1491).  The  Hortus  was  the  last  and  most  compre- 
hensive of  the  three  fundamental  botanical  works  of  the  fifteenth 
century,  following  the  Herbarius  and  the  Gart  der  gesundheit.  Al- 
though much  of  the  text  and  many  of  the  illustrations  of  the  Hortus 
were  derived  from  its  two  predecessors,  it  contains  considerably  more 
than  these  works.  Besides  describing  more  plants,  the  Hortus  also 
contains  chapters  on  animals,  birds,  fishes,  stones  and  minerals.  Rich 
in  woodcuts,  including  fantastic  creatures  and  exotic  flora,  the  Hortus 
was  one  of  the  most  important  medical  woodcut  books  produced 
before  1500  (Fig.  4).  Purchased  in  1923,  the  Hortus  is  part  of  an 
exceptionally  rich  assemblage  of  fifteenth-century  herbals  in  the  His- 
torical Collections  of  the  Library. 
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odo  ferro  6c  mcdicamencis  mederi  folicos  effc  propofuit  •  EaC 
^uoapparetbas  putts  mcdicirx  Colas  ab  biseffe  cencacasseascj 
/  elTe  uecuftiflimas  Eodcm  uero  auctorc  did'  potrft  moibos  turn 
adiramdeorum  mmort  lium  rrluosclTc:  &  ab  iifdem  opem  po 
fci  fclt'cim.  Veri  que  ftmtl  e  eft  inter  non  rulla  auxth'a  aducr(ae 
Bilitudini:p!eiu    tame  earn  benim  cctigiffe  cl  borosmoies: 
quos  neq2  defidia/neque  liaxuria  uitiarant  Siquidcm  bicduo/ 
corpora  prius  ingraraa.deinde  apad  ros  afTiixcrunt.  ldiocuc 
mu'.tip  «x  ifta  medicina  mrq  o!im  -eqi  apud  alias  gentts  rrcef 
fatii  uix  a'iquoscxbo lis  idfeneftutis pricipia perducic.  Ergo 
f  tr'i  roft  cos/dequibus  r^ttuli  no  nulli  cla  ri  uiri  medicina m  rx 
er'u  ruit:donfema'Ore  ftudio 'ittrrarum  d/fciplina  agitan  roe 
pic.qurue  animoprir'puc  cm'um  rrcrflaria  f  c  rcrr  ori  inimi 
ca  rfr.Primo?  medr.-idi  fctrncu/Capientiarparsbab  b  tur.  uebe 
mcr^cum  rnratib  Si  rcrum  mrmvconfemplacio  Tub  i:fdrm 
aadoatusnacaGt  Scihcetiisbanc  inaximeitquiicntibu::cui 


Figure  3.  Illuminated  first  page  from  Celsius's/}?  medicina  (Florence,  1478). 
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Figure  4.  Woodcut  from  the  Hortus  sanitatis  (Mainz,  1491 ). 

A  few  years  after  the  publication  of  the  Hortus,  the  scholar -printer 
Aldus  Manutius  was  producing  his  first  major  work,  the  five-volume 
set  of  the  collected  works  of  Aristotle,  the  first  to  appear  in  Greek. 
Today,  the  editio  princeps  of  the  Opera  is  one  of  the  rarest  and  most 
sought-after  Aldine  imprints. 

One  of  the  greatest  classical  philosophers,  Aristotle  was  born  in  384 
b.c.  The  son  of  a  physician,  and  a  student  of  another  giant  of  Greek 
philosophy,  Plato,  Aristotle  wrote  on  a  wide  variety  of  subjects,  in- 
cluding ethics,  politics,  metaphysics,  rhetoric,  poetry,  constitutional 
law,  science  and  medicine.  Over  the  past  2,000  years  Aristotle  has  had 
a  profound  influence  on  scientific  thought  and  is  regarded  as  the 
founder  of  biology,  zoology,  comparative  anatomy,  embryology  and 
psychology. 

The  handsome  set  of  the  Opera  in  the  Historical  Collections  (Fig. 
5),  which  was  printed  in  Venice  between  1495  and  1498,  was  donated 
to  the  College  in  1915  by  Henry  Reed  Hatfield,  a  Philadelphia  lawyer. 
This  set  once  belonged  to  the  famous  Parisian  book  collector,  M.  N. 
Yemeniz. 
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•i..  i :  rx  ■ , if, ,  Si'oc-         Enru*  k/'Af<«  tinuw xantfi/C'ot  iv<  Jai- 

nilr.'fi  "SKAir  70.  ^ ,  TO  t'JP^^V'TV.  'Vl*  5.  .  t.T*  > 

♦ ,  to  *<■■:.-/  tu/7t,mcil  11  evlvytcu ,yf tt-h  tCl,r  i,  jTy.r  J. 
Aifi.?»;r  iuA,< ,n\£  J  ,  y        J",  aWjKTc). 

I 

Figure  5.  Diagram  from  Aristotle's  Opera  (Venice,  1495-1498). 

Hans  von  Gerssdorff  s Feldtbuch  der  umndartzney  (Strassburg,  1517), 
one  of  the  pioneering  works  on  wound  surgery  to  appear  during  the 
early  sixteenth  century,  was  based  on  the  Alsatian  army  surgeon's  forty 
years  of  experience  in  various  military  campaigns.  The  Feldtbuch  is 
famous  for  its  dramatic  woodcuts,  which  seem  gruesome  today,  graph- 
ically illustrating  the  medical  procedures  and  instruments  employed 
during  Gerssdorff 's  time. 

The  new  phenomenon  of  gunshot  wounds  (and  other  serious  inju- 
ries related  to  warfare)  brought  the  question  of  amputation  increas- 
ingly to  the  attention  of  the  sixteenth-century  surgeon.  Gerssdorff 
claimed  to  have  performed  over  200  such  operations.  Unlike  many  of 
his  contemporaries,  Gerssdorff  did  not  resort  to  the  cautery  when 
amputating  but  checked  the  bleeding  with  a  styptic  composed  of 
vitriol,  lime,  alum,  aloes  and  nutgalls.  He  then  covered  the  stump  with 
moist  animal  bladder.  The  Feldtbuch  contains  the  first  illustration  of 
an  amputation  to  appear  in  a  book  (Fig.  6).  The  Historical  Collections' 
copy  of  the  first  edition  of  the  Feldtbuch  was  presented  to  the  College 
in  1909  by  Dr.  George  William  Norris,  a  member  of  an  old  Philadel- 
phia family  and  a  prominent  physician. 
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Figure  6.  Woodcut  depicting  an  amputation,  from  Hans  von  Gerssdorff 's  F eldtbuch 
der  wundartzney  (Strassburg,  1517). 

The  year  1543  saw  the  publication  of  two  revolutionary  works, 
Nicolaus  Copernicus's  De  revolutionibus  orbium  coelestium,  which 
established  the  notion,  heretical  at  the  time,  of  the  sun  as  the  center 
of  the  universe,  and  Andreas  Vesalius's  De  humani  corporis  fabrica, 
which  was  the  first  modern  anatomic  textbook.  It  is  the  latter  work 
that  concerns  us  here. 

Born  in  Flanders  in  1514,  Vesalius  came  from  a  family  of  distin- 
guished physicians.  After  studying  medicine  in  Paris,  he  went  on  to 
Padua,  where  he  received  his  medical  degree  in  1537,  and  where  he 
became  Professor  of  Surgery  and  Anatomy.  Vesalius  started  out  in 
medicine  as  a  devoted  follower  of  the  Galenic  tradition  of  anatomy, 
which  was  based  on  the  dissection  of  animals.  He  soon  realized,  how- 
ever, that  human  anatomy  could  not  be  properly  studied  without 
performing  human  dissections.  The  Fabrica,  based  on  Vesalius's  dis- 
sections, inaugurated  the  study  of  scientific  anatomy. 


10 


Historical  Collections  of  The  College  of  Physicians  of  Philadelphia 

This  magnificent  volume  is  famous  for  its  full-page  skeletons  (Fig. 
7),  but  its  other  plates  are  no  less  splendid,  showing  for  the  first  time 
the  human  body  in  accurate  detail.  The  handsome  woodcuts  were 
possibly  the  work  of  Jan  Stephan  Kalkar,  a  student  of  Titian.  The 
illustrations  in  the  Fabrica  had  such  a  dramatic  impact  that  anatomists 
copied  them  for  the  next  three  centuries. 

One  fine  copy  of  the  Fabrica  came  to  the  College  as  a  gift  from  the 
eminent  nineteenth-century  Philadelphia  physician  and  teacher,  Charles 
D.  Meigs. 

If  one  had  to  choose  the  rarest  of  the  rare  in  the  Historical  Collec- 
tions, it  would  be  a  hard  choice  between  Hieronymus  Fabricius  ab 
Aquapendente's  De  formato  foetu  (Venice,  1606)*  and  William  Har- 
vey's Exercitatio  anatomica  de  motu  cordis  et  sanguinis  in  animal- 
ibus  (  Frankfurt,  1628).  Harvey  would  probably  have  the  edge  because 
of  his  dramatic  impact  on  the  history  of  medicine,  but  the  copy  of  the 
former  work  in  the  Historical  Collections,  as  we  shall  see,  is  indeed  a 
scarce  treasure. 

•Although  the  title  page  of  this  volume  gives  the  imprint  as  Venice,  1606,  the  colophon  lists 
an  imprint  place  and  date  of  Padua,  1604. 


Figure  7.  Anterior  view  of  the  skeleton  from  Vesalius's  Fabrica  (Basel,  1543). 
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Born  in  1533  in  Aquapendente,  a  small  village  between  Rome  and 
Siena,  Fabricius  studied  medicine  under  the  celebrated  anatomist,  Gabriel 
Fallopio,  in  Padua,  and  later  succeeded  his  teacher  as  Professor  of 
Surgery  and  Anatomy  there.  Fabricius's  most  famous  work  was  De 
venarum  ostiolis  (Padua,  1603),  in  which  he  first  described  the  valves 
of  the  veins  in  detail.  His  work  in  this  area  greatly  influenced  his  star 
pupil,  William  Harvey. 

Fabricius's  work  on  the  formed  fetus  is  a  splendid  comparative  study 
of  the  developmental  stages  of  human  and  animal  fetuses.  The  first 
work  of  its  kind,  De  formato  foetu  contains  the  best  illustrations  up 
to  that  time  of  the  human  gravid  uterus  and  the  human  placenta.  The 
copy  of  the  first  edition  in  the  Historical  Collections  is  unique,  how- 
ever, for  having  thirty  bound-in  folio  plates,  some  of  double  size, 
reproducing  in  colors  (probably  gouache  or  tempera)  most  of  the 
illustrations  in  the  text  (Fig.  8).  Only  one  other  set  of  these  color 
plates  is  known  to  exist.  Besides  these  plates,  this  spectacular  volume 


Figure  8.  The  fetus  of  a  horse.  One  of  the  rare  color  plates  from  Fabricius's  De 
formato  foetu  (Venice,  1606). 


12 


Historical  Collections  of  The  College  of  Physicians  of  Philadelphia 


also  contains  four  polychrome  woodcuts  in  folio  for  Gasparo  Aselli's 
historic  work  on  the  lacteal  vessels,  De  lactibus  (Milan,  1627).  Some 
of  them  are  represented  in  various  stages  of  development  from  ink 
drawing  to  uncolored  woodcut.  The  Aselli  plates  were  the  first  colored 
illustrations  to  appear  in  an  anatomical  text.  As  if  this  were  not  enough, 
this  volume  includes  two  anatomical  fugitive  sheets  of  a  male  and 
female,  with  superimposed  flaps,  printed  in  Venice  in  1587,  and  three 
1613  anatomical  sheets,  also  with  flaps. 

This  superlative  copy  was  acquired  in  1901  when  the  College  pur- 
chased the  library  of  Dr.  John  Stockton  Hough,  of  Trenton,  New 
Jersey,  who  had  assembled  a  marvelous  collection  of  works  in  the  area 
of  embryology  and  human  reproduction. 

The  first  edition  of  William  Harvey's  De  motu  cordis  is  a  small,  plain, 
poorly  printed  volume  containing  numerous  typographical  errors.  Yet, 
despite  its  defects  and  its  physical  unattractiveness,  De  motu  cordis  is 
considered  the  greatest  book  in  the  history  of  medicine,  for  it  was  in 
this  work  that  Harvey  announced  to  the  world  his  landmark  discovery 
of  the  circulation  of  the  blood  ( Fig.  9 )■ 


Figure  9.  Woodcuts  used  by  Harvey  to  demonstrate  the  circulation  of  the  blood 
inDe  motu  cordis  (Frankfurt,  1628). 
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The  son  of  a  yeoman  farmer,  Harvey  was  born  in  1578  and  later 
studied  medicine  at  the  University  of  Padua  under  Fabrieius  of  Aqua- 
pendente.  On  the  completion  of  his  studies  there,  Harvey  returned  to 
his  native  England  and  received  his  medical  degree  from  Cambridge 
in  1602.  Before  the  publication  of  his  masterpiece,  there  was  no  clear 
understanding  of  the  circulatory  movement  of  the  blood.  The  heart 
and  the  arteries  were  considered  a  separate  system  from  that  of  the 
veins.  Influenced  by  the  work  of  Fabrieius  on  the  valves  of  the  veins, 
Harvey  performed  numerous  experiments  on  many  classes  of  verte- 
brate and  invertebrate  animals  over  a  period  of  several  years  and  was 
able  to  demonstrate  clearly  the  connection  between  the  arteries,  the 
heart  and  the  veins  in  the  circulatory  system.  He  proved  that  the  heart 
acts  as  a  pump  and  keeps  the  blood  flowing  in  one  continuous  direc- 
tion. 

The  greater  part  of  the  first  edition  of  De  motu  cordis  was  printed 
on  thin  paper  of  inferior  quality,  which  has  long  since  turned  brown 
and  begun  to  crumble.  A  few  copies,  however,  were  printed  on  a  more 
substantial,  thick  paper.  The  copy  in  the  Historical  Collections  of  the 
Library  is  one  of  three  thick  paper  copies  still  in  existence.  This  copy 
was  once  in  the  library  of  the  noted  nineteenth-century  Philadelphia 
physician-bibliophile  Samuel  Lewis,  who  donated  this  volume  to  the 
College  along  with  1 1 ,000  other  medical  books. 

The  copy  of  Thomas  Cadwalader's  An  Essay  on  the  West-India  Dry- 
Gripes  (Philadelphia,  1745)  in  the  Historical  Collections  of  the  Li- 
brary is  one  of  a  kind.  Cadwalader's  work,  one  of  the  earliest  medical 
books  published  in  America,  was  printed  and  sold  by  his  good  friend 
Benjamin  Franklin.  Our  volume  is  the  only  known  copy  in  existence 
with  two  prefaces,  one  of  which  was  suppressed  (Fig.  10). 

Born  in  Philadelphia  in  1 708,  Cadwalader  studied  medicine  at  the 
University  of  Rheims  in  France  and  under  William  Cheselden  in  En- 
gland, and  later  practiced  in  Philadelphia  and  southern  New  Jersey.  In 
his  classic  account  of  the  "dry-gripes,"  which  was  a  form  of  lead 
poisoning  resulting  from  drinking  punch  that  had  been  distilled  through 
lead  pipes,  Cadwalader  recommended  the  use  of  mild  cathartics  and 
opium  as  opposed  to  the  usual  treatment  of  mercury  and  strong  pur- 
gatives, a  treatment  almost  as  bad  as  the  malady  it  was  supposed  to 
cure. 

Cadwalader  had  completed  the  original  preface  to  his  essay  in  March 
of  1745  and  had  it  set  in  type.  Someone,  perhaps  Franklin,  found  the 
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Figure  10.  Title  page  of  Thomas  Cadwalader's  Essay  on  the  West-India  Dry-Gripes 
(Philadelphia,  1745). 

defensive  and  rambling  preface  unacceptable.  Cadwalader,  possibly 
with  the  assistance  of  Franklin,  wrote  a  new  preface,  and  this  one 
appeared  in  the  published  volume.  The  Historical  Collections'  copy 
of  Cadwalader's  Essay  was  presented  to  the  College  by  Dr.  Samuel 
Lewis.  Also  in  the  Historical  Collections  is  Cadwalader's  manuscript 
draft  of  this  work.  The  latter  was  donated  to  the  College  by  S.  Weir 
Mitchell  in  1914. 

In  the  area  of  ars  medica  there  are  a  number  of  gems  in  the  Histor- 
ical Collections  besides  Vesalius.  One  of  them,  Jacques  Fabien  Gautier 
Dagoty's  Myologie  complette  en  couleur  et  grandeur  naturelle,  com- 
posee  de  I'essai  et  de  la  suite  de  I'essai  d'anatomie,  en  tableaux 
imprimes  (Paris,  1746-1748),  is  notable  for  its  four-color  mezzotints 
by  Dagoty,  the  first  anatomic  illustrations  in  color  to  appear  in  France. 

During  the  early  years  of  the  eighteenth  century  a  German  artist, 
Jakob  Christof  Le  Blon,  invented  the  three-color  process  for  printing. 
Inspired  by  the  color  theories  of  Isaac  Newton,  Le  Blon  used  three 
separate  plates  inked  in  red,  yellow  and  blue,  printed  over  one  another. 
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Le  Blon  later  added  black  ink  to  the  process,  thus  inventing  four  color 
printing,  which,  with  many  improvements  and  modifications,  is  still 
used  today.  After  Le  Blon's  death,  his  student,  the  French  engraver- 
printer,  Dagoty,  claimed  the  four-color  process  as  his  own  and  pro- 
duced some  of  the  most  attractive  anatomical  atlases  ever  published. 
Making  up  in  beauty  what  they  may  lack  in  accuracy,  Dagoty's  works 
are  considered  landmarks,  not  only  in  the  history  of  art  but  in  the 
history  of  medical  illustration  as  well.  His  sumptuous  Myologie  com- 
plette, based  on  the  dissections  of  the  French  anatomist  Joseph  Gui- 
chard  Duverney,  includes  the  famous  "anatomical  angel"  mezzotint 
(Fig.  11). 

Dr.  John  L.  LeConte,  a  Philadelphia  physician  noted  for  his  work  in 
entomology  and  geology,  presented  a  number  of  Dagoty's  works  to 
the  Library  of  the  College,  including  the  Myologie  complette. 

Paolo  Mascagni's  posthumous  anatomical  work,  Anatomiae  univ- 
ersae  icones  (Pisa,  1823-  1832)  was  possibly  the  largest  and  one  of 
the  most  spectacular  atlases  ever  produced.  Though  a  copy  of  this 
scarce  work  is  not  in  the  Historical  Collections  of  the  Library,  a  copy 
of  Francesco  Antommarchi's  famous  (or  infamous)  piracy  of  Mascag- 
ni's great  atlas  is,  and  its  history  is  quite  fascinating. 


Figure  11.  The  "Anatomical  Angel"  mezzotint,  showing  the  muscles  of  the  back, 
from  Dagoty's  Myologie  complette  (  Paris,  1746-1748). 
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Before  his  death  in  1815,  the  Italian  anatomist  Mascagni  had  pre- 
pared a  draft  and  sketches  for  a  complete  life-size  anatomy  of  man.  On 
his  death,  the  projected  anatomy  was  put  into  the  hands  of  Mascagni's 
student,  Antommarchi.  While  working  on  the  massive  project,  Antom- 
marchi  was  called  to  St.  Helena  to  attend  to  his  friend,  the  exiled 
Napoleon,  taking  with  him  copies  of  Mascagni's  plates.  While  at  St. 
Helena,  Antommarchi  had  a  falling-out  with  Mascagni's  heirs,  who  in 
turn  entrusted  the  project  to  the  artist  Antonio  Seratoni,  who  later 
produced  the  magnificent  Anatomiae.  Meanwhile,  Antommarchi,  who 
still  possessed  copies  of  the  engravings,  had  lithographs  made  from 
them  by  Comte  Charles  Philibert  de  Lasteyrie,  who  founded  the  first 
lithograph  establishment  in  France,  and  his  successor,  Bregeaut,  for 
his  own  anatomy,  Planches  anatomiques  du  corps  humain  executees 
d'apres  les  dimensions  naturelles  accompagnee  d'un  texte  explicatif 
(Paris,  1826).  In  this  work,  Antommarchi  failed  to  give  any  credit  to 
his  former  teacher,  Mascagni.  Despite  the  fact  that  it  is  a  piracy,  as  well 
as  being  inferior  to  Mascagni's  stupendous  atlas,  Antommarchi's  work 
is  an  amazing  production,  breathtaking  in  its  size  and  beauty  (Fig.  12). 


Figure  12.  One  of  the  splendid  lithographs  from  Francesco  Antommarchi's  Planches 
anatomiques  (Paris,  1826). 
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The  copy  of  Antommarchi's  work  in  the  Historical  Collections  once 
belonged  to  Napoleon's  second  wife,  the  Empress  Marie  Louise  (her 
monogram  graces  the  spines  of  both  the  text  and  the  atlas),  and  was 
given  to  the  College  in  1933  by  Dr.  Alfred  Stengel,  who  served  as 
President  of  the  College  from  1934  to  1936. 

Today,  the  American  Medical  Association  is  recognized  as  one  of 
the  most  powerful  professional  organizations.  This  was  not  always  the 
case,  however,  for  the  AMA  was  not  an  effective  organization  during 
the  early  years  of  its  existence.  Founded  in  1847,  the  AMA  did  not 
start  to  exert  its  influence  on  behalf  of  the  goals  set  forth  in  its 
constitution  —  "cultivating  and  advancing  medical  knowledge,  ...  el- 
evating the  standard  of  medical  education,  .  .  .  promoting  usefulness, 
honour,  and  interests  of  the  Medical  Profession,  and  .  .  .  enlightening 
and  directing  public  opinion  in  regard  to  the  duties,  responsibilities 
and  requirements  of  medical  men" — until  the  late  nineteenth  century. 
The  manuscript  copy  of  the  Association's  constitution  now  rests  in  the 
Historical  Collections  of  the  Library. 

American  medicine  during  the  1840s  was  in  a  state  of  transition.  A 
new  generation  of  physicians,  some  of  whom  had  studied  in  Paris, 
were  espousing  a  new  scientific  medicine  and  rejecting  the  old  theo- 
ries of  the  Edinburgh-trained  generation  and  their  heroic  therapeutics. 
Many  of  this  new  generation  were  not  only  alarmed  at  the  rise  of  the 
untrained,  the  empiric  and  the  quack,  but  were  also  embarrassed  at 
the  deplorable  state  of  medical  education. 

On  5  May  1846  representatives  of  medical  societies  and  colleges 
from  sixteen  states  met  in  New  York  City,  at  the  request  of  the  State 
Medical  Society  of  New  York,  to  organize  a  national  convention  of 
physicians  to  address  the  many  problems  facing  the  profession,  partic- 
ularly the  issue  of  medical  education.  The  delegates  agreed  to  meet 
the  next  year  in  Philadelphia,  where  the  first  organized  meeting  of  the 
AMA  was  held  at  the  Academy  of  Natural  Sciences  on  5  May  1847.  As 
proposed  by  a  committee  a  year  earlier  in  New  York,  a  constitution 
was  adopted  and  signed  by  the  delegates  (Fig.  13).  The  first  signature 
was  that  of  the  Philadelphian,  Dr.  Nathaniel  Chapman,  who  was  the 
first  President  of  the  AMA  and  also  a  Fellow  of  the  College. 

The  manuscript  volume  of  the  constitution,  which  was  signed  by 
the  delegates  to  the  annual  meetings  of  the  AMA  through  I860,  was 
donated  to  the  College  in  1905  by  Dr.  William  Biddle  Atkinson,  the 
longtime  secretary  of  the  Association. 
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Figure  13-  The  Constitution  of  the  American  Medical  Association.  Manuscript. 

At  the  core  of  any  great  library  collection  specializing  in  the  history 
of  medicine  are  its  journal  holdings.  Many  of  the  landmark  achieve- 
ments in  medicine  were  first  communicated  to  the  world  through 
journals.  The  worldwide  reputation  of  the  Library  of  the  College  of 
Physicians  and  of  its  Historical  Collections  particularly,  in  part  results 
from  its  superb  collection  of  early  medical  journals,  both  American 
and  European.  One  such  journal  from  the  latter  group,  Sitzungsber- 
ichte  der  Physikalischmedicinischen  Gesellschaft  zu  Wurzburg  pro- 
vides a  perfect  example  of  a  great  discovery  that  forever  changed  the 
practice  of  medicine  when  it  was  announced  for  the  first  time  through 
the  pages  of  a  periodical.  In  its  1895-1896  issue,  this  journal  published 
a  two-part  communication  from  Wilhelm  Conrad  Rontgen,  entitled 
"Ueber  eine  Neue  Art  von  Strahlen,"  in  which  the  German  physicist 
announced  his  discovery  of  the  X  ray. 

Rontgen's  discovery  was  made  by  accident.  On  the  night  of  8  No- 
vember 1895,  in  a  darkened  laboratory  in  Wurzburg,  Rontgen  was 
experimenting  with  a  lightproof  Crookes  tube  in  order  to  study  the 
conduction  of  electricity  through  gases.  During  the  experiments  Ront- 
gen was  astonished  to  find  that  he  could  produce  shadows  of  solid 
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objects  and  a  fluorescent  light  on  a  nearby  chemically  treated  screen. 
After  discovering  that  these  strange  rays  could  pass  through  materials 
of  increasing  density,  such  as  a  book,  wood  and  a  metal  plate,  Rontgen 
placed  his  hand  in  the  path  of  the  rays  and  saw  the  bones  of  his  hand 
in  silhouette  on  the  screen. 

Rontgen,  Professor  of  Physics  at  the  University  of  Wiirzburg,  an- 
nounced his  historic  discovery  to  the  Wiirzburg  Physical  and  Medical 
Society  in  two  papers,  the  second  of  which  included  one  of  the  earliest 
photographs  of  an  X  ray,  showing  the  hand  of  his  colleague,  the  anat- 
omist Albert  von  Kolliker  (Fig.  14).  The  worldwide  response  to  Ront- 
gen's  discovery  was  immediate  and  brought  him  instant  fame.  In  1901 
he  won  the  first  Nobel  Prize  in  Physics. 


Figure  14.  One  of  the  earliest  radiographs,  showing  the  hand  of  the  German 
anatomist,  Albert  von  Kolliker,  from  Rontgen's  second  communication  on  his  dis- 
covery of  the  X  ray. 
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The  year  1988  will  mark  the  2()()th  anniversary  of  John  Morgan's 
first  donation  of  books  to  the  College  of  Physicians.  What  better  way 
to  celebrate  the  bicentennial  of  the  Library  of  the  College  than  to 
exhibit  some  of  its  rarest  items?  The  College  will  be  doing  just  that 
when  it  joins  fifteen  other  member  institutions  of  the  Philadelphia 
Area  Consortium  of  Special  Collections  Libraries  in  a  cooperative 
exhibit,  tentatively  entitled  "Legacies  of  Genius:  A  Celebration  of 
Philadelphia's  Special  Collections,"  to  be  held  at  the  Library  Company 
of  Philadelphia  and  the  Historical  Society  of  Pennsylvania  from  18 
April  to  25  September  1988.  The  Consortium  will  mount  an  exhibit 
of  more  than  200  of  the  most  significant  books,  manuscripts  and  works 
of  art  on  paper  selected  from  its  collective  holdings.  Appropriately, 
the  rarities  discussed  above  have  been  chosen  to  represent  the  His- 
torical Collections  of  the  Library. 

Historical  Collections  of  the 

College  of  Physicians  of  Philadelphia 

19  South  22nd  Street,  Philadelphia,  PA  19103 


All  reproductions  by  courtesy  of  the  Historical  Collections  of  the  College  of 
Physicians  of  Philadelphia. 
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The  Well-Placed  and  the  Misplaced  Philosophes,  Benjamin 
Rush  of  Philadelphia  and  Benjamin  Waterhouse  of  Boston 

PHILIP  CASH 

The  period  1760—  1820  witnessed  Ameriean  overthrow  of  British 
rule,  the  creation  of  a  new  republic,  and  the  forging  of  an  ideology  to 
explain,  advance  and  vindicate  these  achievements,  which  constituted 
both  a  threat  to  the  established  orders  of  Europe  and  an  inspiration  to 
those  who  would  challenge  these  orders.  In  all  of  this,  physicians 
played  a  surprisingly  disproportionate  and  very  positive  role.  During 
this  same  period  physicians  were  also  busily  engaged  in  establishing 
our  earliest  medical  schools,  societies,  hospitals  and  journals,  the  in- 
stitutions on  which  the  American  medical  profession  eventually  would 
come  to  base  itself. 

The  role  played  by  doctors  in  the  saga  of  independence  and  nation 
building  and  the  founding  of  modern  medical  institutions  gave  the 
leadership  of  the  American  medical  profession  of  this  era  a  sense  of 
elan  and  self-confidence  as  well  as  considerable  influence  in  both  the 
public  and  private  life  of  the  new  nation.  In  the  forefront  of  this 
medical  leadership  were  two  men  who  might  best  be  termed  "medical 
philosophes. "  They  were  Benjamin  Rush  of  Philadelphia  and  Benjamin 
Waterhouse  of  Boston.1 

The  Philosophe 

The  use  of  the  term  "medical"  here  is  self-evident;  both  of  these 
men  were  leading  physicians.  The  term  "philosophe"  needs  explaining. 
The  American  philosophes  — medical  or  otherwise — were  true  chil- 
dren of  the  Enlightenment.  They  had  a  ubiquitous  curiosity,  a  love  of 
verbal  aggressiveness,  and  an  abiding  faith  in  the  efficacy  of  science, 
experience  and  reason.  They  also  had  a  strong  inclination  to  employ 
these  attributes  in  constructing  theoretical  systems  to  classify  and 
explain  all  things  to  mankind.  They  possessed  a  strong  sense  of  mo- 
rality, but  with  emphasis  on  a  rational-empirical  rather  than  a  theolog- 
ical framework.  Despite  periodic  effusions  of  pessimism,  they  were 
hard-core  optimists,  although  not  romantic  Utopians.  This  is  particu- 
larly evident  in  their  conviction  that  human  progress  and  personal 
happiness  were  possible  through  the  creation  of  social,  political  and 
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economic  institutions  that  were  based  on  reason  and  experience  rather 
than  simply  being  inherited.  The  American  philosophes  also  shared 
certain  personality  traits.  They  were  hardworking,  had  a  strong  sense 
of  duty  and  possessed  considerable  moral  courage.  However,  with  the 
notable  exception  of  Benjamin  Franklin,  they  lacked  a  sense  of  humor 
and  were  overly  sensitive  to  criticism. 

While  both  Rush  and  Waterhouse  were  substantial  figures  of  the 
American  Enlightenment,  they  operated  in  far  different  environments.2 
Despite  being  engaged  in  almost  constant  controversy,  Rush  throve  in 
wealthy,  pluralistic  and  cosmopolitan  Philadelphia,  then  the  Athens  of 
America.1  Waterhouse,  however,  found  himself  estranged  and  besieged 
in  homogeneous,  hard  pressed,  and  chronically  combative  Boston, 
then  America's  Sparta.*  Actually,  the  Newport  in  which  Waterhouse 
was  born  and  nurtured  was  much  more  like  Philadelphia  than  the  grim 
metropolis  of  the  Bay  Colony  some  90  miles  to  the  north.5  In  fact,  the 
two  leading  urban  centers  of  colonial  New  England  had  a  visceral 
animosity  toward  each  other.  At  the  time  of  the  Stamp  Act  crisis  James 
Otis  referred  to  Newport's  Tory  Junto  as  a: 

little,  dirty,  drinking,  drabbling,  contaminated  knot  of  thieves,  beggars, 
and  transports  .  .  .  collected  from  the  four  winds  of  the  earth,  and  made 
up  of  Turks,  Jews,  and  other  infidels,  with  a  few  renegado  Christians  and 
Catholics.6 

True,  Otis  was  speaking  of  Newport's  Tories,  but  there  can  be  little 
doubt  that  he  and  a  majority  of  Bostonians  thought  of  the  whole  of 
Newport  in  much  the  same  way. 

Varied  Roles 

To  better  understand  these  two  men,  their  environments  and  Amer- 
ican medicine  and  civilization  during  the  Revolutionary  and  Federalist 
eras,  the  rest  of  this  paper  will  concern  itself  with  an  analysis  of  the 
role  of  Rush  and  Waterhouse  in  the  following  three  areas:  ( 1 )  politics, 
morality  and  reform;  (2)  science,  and  (3)  medical  institutions. 

The  intellectual  obsession  of  the  early  United  States  with  the  vital 
importance  and  close  relationship  of  politics  and  morality  was  based 
on  several  factors.  First,  America  was  an  infant  republic  in  a  world  that 
looked  on  that  form  of  government  with  hostility  and  contempt.  Sec- 
ond, Americans  were  acutely  aware  that  both  history — or  experience 
as  it  was  called  —  and  political  theory  demonstrated  that  republics 
were  fragile  entities,  heavily  dependent  on  the  superior  wisdom  and 
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virtue  of  their  citizenry.  Lastly,  Americans  of  that  era  were  deeply 
immersed  in  the  evangelical  Protestant  concept  that  politics  and  eco- 
nomics were  not  just  vehicles  to  attain  certain  goals  but  highly  moral 
activities  as  essential  to  salvation  as  Scripture  reading  and  church- 
going.  Both  Rush  and  Waterhouse  reflected  these  concerns  in  their 
writings  and  efforts.  They  also  subscribed  to  the  idea  that  the  health 
of  the  body  was  inextricably  linked  to  that  of  the  mind  and  soul  and 
that  all  of  these  were  the  proper  concern  of  the  physician  as  well  as 
that  of  the  minister  and  statesman/  However,  while  both  Rush  and 
Waterhouse  operated  within  the  same  network  of  ideas,  Waterhouse 
was  more  influenced  by  secular  rationalism  and  Rush,  by  evangelical 
Protestantism.  Indeed,  Rush  represents  a  very  interesting  and  thought- 
provoking  overlapping  of  the  ideas  and  attitudes  released  by  the  reli- 
gious upheaval  known  as  the  Great  Awakening  and  the  political  up- 
heaval of  the  Revolution.  It  is  also  important  to  remember  that  in  both 
religion  and  politics  Rush  really  was  not  a  radical  but  a  nonconformist. 

Dissipation  was  a  growing  concern  of  the  young  republic,  and  both 
Rush  and  Waterhouse  wrote  works  of  moral  exhortation  wedded  to 
scientific  principles  and  medical  imperatives  that  addressed  this  con- 
cern. Waterhouse's  most  popular  work  was  Cautions  to  Young  Persons 
Concerning  Health  .  .  .  Shewing  the  Evil  Tendencies  of  the  Use  of 
Tobacco  .  .  .  with  Observations  on  the  Use  of  Ardent  and  Vinous 
Spirits.  This  work  was  based  on  an  1804  lecture — one  might  even  call 
it  a  medical  sermon  —  delivered  to  the  students  of  Harvard,  warning 
them  against  the  use  of  tobacco  and  alcohol  and  attributing  a  dramatic 
increase  in  the  incidence  of  consumption  (tuberculosis)  and  nervous 
disorders  among  Harvard  students  to  their  "hectic  habits"  and  their 
excessive  indulgence  in  wine,  rum  and  cigars.  He  reminded  these 
future  leaders  of  New  England  that,  while  God  sent  acute  diseases, 
man  created  chronic  ones.  The  work  went  through  eight  editions  — 
five  American,  one  English,  one  French  and  one  German. 

Rush,  who  really  was  opposed  only  to  imbibing  grain  alcohol,  wrote 
his  first  temperance  tract  in  1772  when  he  was  a  fledgling  in  the  public 
arena.  In  1 789  he  wrote  a  surprisingly  modern  attack  on  the  use  of 
tobacco.  However,  a  far  more  important  work  was  his  Inquiry  into 
the  Influence  of  Spiritous  liquors  Upon  the  Human  Body,  and  their 
Influence  Upon  the  Happiness  of  Society,  first  printed  around  1 784, 
revised  in  1804  and  reprinted  many  times  both  here  and  abroad.  The 
tracts  of  both  Rush  and  Waterhouse  were  eloquent  and  observant  and 
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influenced  American  and  European  temperance  movements  for  several 
generations.  However,  it  was  Rush's  second  tract  that  was  the  most 
astute  in  analyzing  the  clinical  manifestations  of  the  use  of  alcohol  and 
the  destructive  effects  of  alcoholism  on  the  fabric  of  the  family  and 
society.  It  should  be  remembered,  though,  that  both  Rush  and  Water- 
house  reflected  the  rational  moderation  of  the  Enlightenment  and 
advocated  temperance  and  not  prohibition  as  did  the  zealous  roman- 
tics of  the  Age  of  Jackson." 

Social  Welfare 

As  humanitarians  and  as  physicians  in  a  seafaring  environment,  both 
Rush  and  Waterhouse  were  active  in  the  founding  of  Humane  Socie- 
ties, another  expression  of  Enlightenment  reform.9  These  societies 
first  appeared  in  Europe.  John  Coakley  Lettsom,  the  heir  to  Dr.  John 
Fothergill  and  a  good  friend  of  both  Rush  and  Waterhouse,  was  one  of 
the  founders  of  the  Royal  Humane  Society  in  1774.  These  societies 
were  designed  to  aid  seamen  and  to  introduce  and  popularize  methods 
of  revivifying  victims  of  suspended  animation  caused  by  drowning, 
choking,  hanging  and  sunstroke.  However,  this  was  a  secondary  activ- 
ity for  the  hyperactive  Rush,  while  Waterhouse  played  an  important 
but  uneven  role.  In  1782,  after  returning  to  Newport  from  Europe, 
Waterhouse,  in  response  to  the  drowning  of  several  young  people  in 
Newport  harbor,  unsuccessfully  urged  the  founding  of  a  humane  so- 
ciety in  Rhode  Island.  In  1785  he  worked  with  the  visiting  blind 
scientist,  Dr.  Henry  Moyes  of  Edinburgh,  in  drawing  up  plans  for  the 
Humane  Society  of  the  Commonwealth  of  Massachusetts.  However, 
jealous  of  the  predominant  influence  of  Dr.  John  Warren,  he  declined 
to  serve  as  a  trustee  and  withdrew  from  active  participation  for  a 
number  of  years.  Still,  in  1790  he  was  invited  to  give  the  Society's 
annual  discourse.  His  address  on  The  Principle  of  Vitality  correctly 
urged  the  importance  of  prolonged  stimulation  in  cases  of  suspended 
animation  but  was  marred  by  a  dogmatic  insistence  on  the  vitalist 
principle.  On  receiving  a  copy  of  the  address,  John  Adams  gently 
chided  his  friend  about  this: 

Pray,  where  is  the  Evidence  of  the  Existence  of  a  subtle  Electric  fluid 
which  pervades  the  Universe?  and  if  that  were  proved,  where  is  your 
authority  for  saying  that  such  an  Electric  fluid  is  the  Cause  of  Life?  Why 
may  it  not  as  well  be  Magnetism?  Steam,  or  Nitre?  or  fixed  Air?  These  are 
all  tremendous  Forces  in  Nature.10 
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Both  Rush  and  Waterhouse  regularly  monitored  the  moral  health 
and  civic  needs  of  their  country  and,  beginning  in  1812,  Waterhouse 
for  a  while  lent  his  formidable  pen  to  the  partisan  interests  of  the 
Democratic-Republicans.  However,  it  was  Rush  who  spent  a  far  greater 
amount  of  time,  effort  and  ink  as  a  political  and  social  activist.  Between 
1773  and  1 790  medicine  was  Rush's  occupation,  but  politics  and  social 
reform  were  the  passion -filled  centers  of  his  life.  Although  both  he 
and  his  mother  were  slave  owners,  Rush  worked  sporadically  but 
effectively  first  to  mitigate  and  then  to  abolish  this  wretched  contra- 
diction of  the  new  republic.11  Prison  reform  also  drew  his  attention.12 
He  asserted  that  "the  only  design  of  punishment  is  the  reformation  of 
the  individual,"  and  he  strenuously  inveighed  against  both  public  and 
capital  punishment.  He  was  one  of  the  first  to  call  for  the  nineteenth- 
century  style  penitentiary  which,  while  noble  in  intent,  proved  to  be 
far  less  than  this  in  actuality.  Education,  a  lodestar  for  both  Calvinism 
and  the  Enlightenment,  was  a  particularly  important  concern  of  Rush's.13 
He  saw  education  as  a  vehicle  to  produce  "republican  machines"  to 
bring  about  a  harmonious  and  industrious  nation  based  on  virtue, 
patriotism  and  utility.  As  David  Freeman  Hawke  observed: 

Others,  notably  Thomas  Jefferson,  contemplated  colleges,  but  Rush  was 
the  first  to  create  one  (Dickinson)  after  the  Revolution.  Others  talked 
about  a  free  public-school  system  but  Rush  alone  developed  a  detailed 
plan  for  one.  Others  spoke  of  educating  women,  but  only  Rush  prepared 
a  syllabus.  The  first  six  presidents  of  the  United  States  called  for  a  federal 
university,  but  only  long  after  Rush  had  advanced  the  idea.14 

In  addition  to  these  concerns,  Rush  was  America's  most  significant 
champion  of  this  era  for  the  better  understanding  and  treatment  of 
the  insane  and  better  medical  care  for  the  poor,  but  these  can  best  be 
appreciated  in  the  context  of  the  founding  of  early  American  medical 
institutions. 

Politics 

Besides  being  a  highly  effective  political  agitator  and  pamphleteer, 
Rush  also  held  political  office.  Between  1774  and  1776  he  served  on 
Philadelphia's  Committee  of  Inspection  and  Observation  and  the 
Pennsylvania  Provincial  Congress,  where  he  played  an  aggressive  role 
in  advancing  the  Whig-Patriot  cause,  and  then  in  the  Continental 
Congress,  where  he  gained  civic  immortality  as  a  signer  of  the  Decla- 
ration of  Independence.  However,  he  was  a  bitter  opponent  of  the 
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radically  democratic  and  much  maligned  Pennsylvania  Constitution 
of  1777  and  remained  its  most  persistent  and  effective  critic  during 
its  thirteen  years  of  existence.  In  1 787  Rush  was  elected  to  the  Penn- 
sylvania convention  that  ratified  the  new  national  constitution.  After 
that  he  found  himself  frozen  out  of  both  Pennsylvania  and  national 
politics.  This  caused  him  not  only  to  turn  his  full  energies  to  medicine 
but  also  to  sour  on  his  former  passion.  In  his  Autobiography  he  noted: 

To  my  sons  I  bequeath  a  father's  experienee,  and  I  entreat  them  to  take 
no  public  or  active  part  in  the  disputes  of  their  country  beyond  a  vote 
at  an  election.  If  no  scruples  of  conscience  forbid  them  to  bear  arms,  I 
would  recommend  to  them  rather  to  be  soldiers  than  politicians,  should 
they  ever  be  so  unfortunate  as  to  live  in  a  country  distracted  by  a  civil 
war.  In  battle  men  kill  without  hating  each  other;  in  politics  men  hate 
without  killing,  but  in  their  hatred  they  commit  murder  every  hour  of 
their  lives.15 

Needless  to  say,  Rush  was  deeply  upset  when  his  most  able  son,  Rich- 
ard, became  a  prominent  political  activist. 

While  Waterhouse  studied  history  and  the  law  of  nations  at  Leyden, 
was  very  much  an  interested  political  observer  and  was  for  a  brief 
time  a  skilled  partisan  publicist  for  the  Democratic-Republicans,  his 
political  activities  were  far  more  constricted  than  Rush's.  Some  of  the 
reasons  for  this  are  obvious.  He  was  in  Europe  —  indeed,  England  — 
when  the  holy  war  for  independence  was  being  fought  and  political 
careers  of  that  generation  were  being  forged.  He  lived  in  a  hostile 
environment.  His  true  passion  was  neither  politics  nor  medicine,  but 
science.  However,  there  is  one  less  obvious  reason  that  I  think  does 
much  to  explain  Waterhouse's  entire  career,  and  that  is  that  the  busi- 
ness of  revolution  and  nation  building  in  America  was  the  work  of 
aristocrats  such  as  Washington,  Jefferson,  and  Hancock  or  self-made 
men  such  as  John  Adams,  Franklin,  and  Rush.  However,  during  his 
formative  years,  Waterhouse  was  a  creature  of  patronage,  a  type  far 
more  typical  of  Europe.  During  his  youth  he  was  the  pampered  pro- 
tege of  a  group  headed  by  Judge  Robert  Lightfoot  and  Abraham  Red- 
wood, Newport's  great  benefactor.  While  in  Europe  he  was  supported 
and  promoted  by  his  kinsman,  Dr.  John  Fothergill  of  London,  a  man 
of  wealth  and  one  of  the  leading  medical  and  scientific  figures  of  his 
age.  Although  he  would  remain  throughout  his  life  a  firm  patriot  and 
liberal,  Waterhouse  would  never  fully  recover  economically  or 
psychologically  from  the  loss  of  this  Old  World  type  of  support.  One 


30 


Benjamin  Rush  of  Philadelphia  and  Benjamin  Waterhouse  of  Boston 

question:  Would  Waterhouse  have  received  such  support  in  Philadel- 
phia? 

Two  final  observations  on  Rush,  Waterhousc  and  early  American 
politics.  One  is  that,  like  many  another  American  of  this  age,  both  men 
had  their  political  principles  radicalized  by  their  European  experi- 
ences. The  other  is  that  at  critical  junctures  in  their  lives,  both  Rush 
and  Waterhouse  benefited  from  federal  patronage.  In  1797  when  Rush 
was  in  straitened  circumstances,  his  longtime  friend,  President  John 
Adams,  at  the  behest  of  Rush's  uncle-in-law,  Elias  Boudinot,  appointed 
Rush  to  the  post  of  Treasurer  of  the  United  States  Mint,  a  position  he 
held  until  his  death.  In  1807  President  Thomas  Jefferson  bypassed  his 
political  supporters  in  Boston  and  appointed  Waterhouse  chief  phy- 
sician to  the  United  States  Marine  Hospital  in  Charlestown  as  a  reward 
for  his  work  in  advancing  the  practice  of  vaccination.  In  1813  Presi- 
dent James  Madison,  who  earlier  had  removed  Waterhouse  from  his 
position  in  the  Marine  Hospital  for  what  appear  to  have  been  relatively 
minor  transgressions,  now  appointed  him  first  as  a  hospital  surgeon, 
then  as  medical  superintendent  of  all  the  military  posts  in  New  England. 
By  this  time  Waterhouse  was  a  popular  penman  for  the  Democratic- 
Republican  cause. 

Appeal  of  Science 

If  Rush  had  an  early  passion  for  politics,  Waterhouse  had  a  much 
longer  one  for  science.16  It  was  a  passion  that  had  an  adverse  effect  on 
his  medical  practice  and  teaching  —  this  despite  the  warning  of  his 
benefactor,  Fothergill,  to  regard  scientific  pursuits  "only  as  an  agree- 
able adjunct  to  the  healing  art."1  While  both  Rush  and  Waterhouse 
were  important  popularizers  of  science  in  America,  Waterhouse  was 
much  better  suited  for  scientific  investigation.  He  had  greater  patience, 
tenacity  of  purpose  and  a  greater  willingness  to  entertain  contrary 
arguments  and  evidence.  He  also  spent  more  time  on  intermediate 
questions  that  connect  fact  and  theory.  Had  he  lived  among  the  greater 
institutional  and  human  resources  that  Philadelphia  at  this  time  de- 
voted to  science,  Waterhouse  almost  certainly  would  have  made  better 
use  of  his  talents  in  this  area.  Although  he  had  an  inclination  toward 
pure  science,  Waterhouse  fell  well  within  the  pattern  of  the  scientific 
dynamics  of  the  American  Enlightenment  in  retaining  a  fondness  for 
systems  and  a  deep  commitment  to  applying  the  fruits  of  scientific 
investigation  to  utilitarian  ends. 
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In  his  defense  to  the  Harvard  Corporation  at  the  time  of  his  dis- 
missal, Waterhouse  noted  that: 

besides  fulfilling  my  duties  as  your  Medical  Professor,  I  brought  forward 
three  things  which  had  for  their  end  Public  utility  more  than  private 
emolument.  The  first  was  a  System  of  Lectures  on  Natural  History,  being 
the  first  of  its  kind  in  the  United  States.  The  second  which  followed  after 
this  period  was  the  formation  of  an  extensive  Cabinet  of  Minerals  and 
the  y  which  followed  10  years  after,  the  introduction  of  vaccination  & 
defending  it  ...  in  its  disputed  march  through  an  (sic. )  host  of  enemies 
for  nearly  ten  years  more.'" 

He  might  have  added  a  fourth — pressuring  Harvard  to  found  a  botanie 
garden.  Notice,  though,  that  the  things  that  Harvard's  first  professor  of 
the  theory  and  practice  of  physick  was  most  proud  of  all  involved 
science,  while  only  one — his  work  in  vaccination — directly  involved 
medicine.  Still,  it  was  his  work  related  to  vaccination  that  marked  his 
greatest  achievement  as  scientist,  physician  and  public  benefactor. 
One  can  readily  accept  all  the  shortcomings  of  Waterhouse  in  relation 
to  his  work  in  promoting  vaccination  that  Blake  so  ably  described  — 
his  greed,  vanity,  combativeness  and  dissimulation  —  and  still  recog- 
nize his  right  to  be  called  "the  Jenner  of  America."19  No  one  in  the 
United  States  during  this  period  wrote  so  much  of  importance  about 
vaccination  or  tried  so  hard  to  answer  scientifically  more  questions 
on  the  nature  and  efficacy  of  this  procedure.  He  also  constantly  stressed 
the  need  for  governmental  agencies  to  maintain  adequate  supplies  of 
pure  vaccine  and  to  support  widespread  and  inexpensive  vaccination. 
He  was  actively  engaged  in  these  concerns  until  at  least  the  1820s.  In 
1802  he  and  James  Jackson,  who  represented  the  vanguard  of  a  new 
and  more  scientifically  sophisticated  generation  of  Boston  physicians, 
were  the  chief  architects  of  one  of  the  truly  outstanding  clinical  ex- 
periments in  all  of  American  medical  history.  This  was  the  experiment 
conducted  by  some  of  Boston's  most  distinguished  physicians  under 
the  auspices  of  the  city's  Board  of  Health  to  demonstrate  conclusively 
the  safety  and  effectiveness  of  vaccination."0  On  August  16  of  that  year 
nineteen  volunteer  boys,  including  two  sons  of  members  of  the  Board 
of  Health,  were  vaccinated  before  the  Board  at  their  office.  A  week 
later  the  participating  physicians  examined  them  and  declared  them 
to  be  "fit  subjects"  for  the  ensuing  experiment.  A  temporary  hospital 
was  built  on  Noddle's  Island  and,  after  some  difficulty,  fresh  smallpox 
matter  was  obtained.  Then,  on  November  9,  twelve  of  these  boys,  plus 
the  son  of  Dr.  Josiah  Bartlett,  who  had  been  vaccinated  by  his  father 
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two  years  earlier,  were  inoculated  along  with  two  unvaccinated  youths. 
All  were  lodged  in  one  room,  given  no  medieines  and  allowed  to  follow 
insofar  as  possible  their  normal  life-style.  The  two  unvaccinated  boys 
contracted  smallpox  and  suffered  heavily.  The  vaccinated  boys  did 
not.  Then  the  thirteen  vaccinated  boys  were  inoculated  again,  along 
with  the  seven  vaccinated  volunteers  who  had  not  been  inoculated 
previously.  They  were  inoculated  with  matter  from  the  two  unvaccin- 
ated smallpox  sufferers.  Still  none  came  down  with  the  hated  malady. 
Finally,  in  mid-December,  a  description  of  this  experiment,  along  with 
a  strong  endorsement  of  vaccination  by  the  participating  doctors,  was 
published  in  the  newspapers  and  in  a  broadside  put  out  by  the  Board 
of  Health. 

While  Rush  lacked  Waterhouse's  passion  and  talent  for  science,  he 
certainly  was  a  strong  force  in,  and  a  champion  of,  American  science 
of  his  time,  particularly  in  its  nationalizing  and  popularizing  aspects. 
He  was  a  charter  member  of  the  reorganized  American  Philosophical 
Society,  one  of  its  first  curators,  and  later  secretary.  Although  an  en- 
thusiast for  all  utilitarian  science,  chemistry,  which,  along  with  botany, 
was  the  most  popular  science  in  post-Revolutionary  America,  was  the 
field  in  which  he  exerted  his  greatest  influence.21  As  Wyndham  Miles 
noted: 

with  the  creation  of  a  chair  of  chemistry  in  the  Medical  School  of  the 
College  of  Philadelphia  and  the  election  of  Rush  to  the  professorship, 
chemistry  may  be  said  to  have  gotten  its  formal  start  in  America.22 

Rush  was  professor  of  chemistry  from  1769  to  1789,  and  he  contin- 
ued to  maintain  a  strong  influence  over  the  chair  long  after  that.  Four 
of  his  students,  all  distinguished  physicians,  succeeded  him  in  this 
post.  This  gave  the  professorship  a  continued  medical  emphasis  until 
1818,  although  there  was  pressure  to  give  it  a  more  purely  scientific 
orientation.  Rush  also  worked  hard  to  popularize  chemistry.  Between 
1770  and  1783  he  published  at  least  three  outlines  of  his  lectures.  On 
the  eve  of  the  Revolution  he  gave  two  sets  of  public  lectures  designed 
to  demonstrate  the  application  of  chemistry  to  agriculture  and  man- 
ufacturing. In  1781,  while  temporarily  unaffiliated  with  a  medical 
school,  he  gave  a  private  set  of  lectures  on  chemistry  as  well  as  one 
on  the  theory  and  practice  of  medicine.  In  1789  he  delivered  a  course 
of  twelve  lectures  on  the  principles  of  chemistry  and  their  application 
to  cooking  and  housekeeping  to  the  students  of  the  newly  opened 
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Young  Ladies  Academy  of  Philadelphia,  which  he  had  helped  to  orga- 
nize. Lastly,  one  of  his  students  founded  the  first  known  chemical 
society  in  America. 

Military  Medicine 

In  contemporary  terms,  perhaps  the  single  most  important  feature 
of  American  medicine  of  1760  to  1820  was  the  massive  participation 
of  physicians  in  the  military  medical  aspects  of  the  Revolutionary  War. 
Approximately  four  out  of  every  ten  American  doctors  then  practicing 
saw  some  sort  of  military  medical  service  in  the  Continental  army, 
the  regular  and  irregular  state  militias,  the  Continental  and  state  na- 
vies, the  privateers,  or  with  the  British  forces.23  What  makes  this  figure 
even  more  impressive  is  that  a  large  numher  of  doctors  also  served  as 
line  officers  or  in  a  political  capacity.  As  mentioned  before,  Water- 
house,  to  his  detriment,  missed  all  of  this.  Rush,  however,  played  a 
spectacular  but  highly  uneven  role.24  Early  in  the  war,  he  was  an 
energetic  and  useful  member  of  the  medical  committee  of  the  Con- 
tinental Congress.  At  this  time  he  rendered  an  especially  important 
service  in  strongly  supporting  Washington's  plan  to  undertake  a  mass 
inoculation  of  the  Continental  soldiery.  The  successful  execution  of 
this  plan  marked  the  greatest  achievement  of  Continental  army  med- 
icine. Following  this,  Rush  was  a  loose  cannon  as  Surgeon  General  of 
the  hospital  in  the  Middle  Department,  ranting  and  venting  his  frus- 
tration on  William  Shippen,  Jr.,  and  Washington  at  a  time  when  stoic 
determination  would  have  been  of  much  greater  use.  His  impulsive 
resignation  from  that  office  and  his  continuing  vendetta  against  Sur- 
geon General  Shippen  further  undermined  an  already  badly  weakened 
Continental  army  medical  service.  However,  Rush  also  authored  the 
useful  and  highly  influential  Directions  for  Preserving  the  Health  of 
Soldiers:  Recommended  for  the  Consideration  of  the  Officers  of  the 
United  States.  This  was  the  most  important  piece  of  military  medical 
literature  to  come  out  of  the  Revolution  and  one  that  influenced  the 
United  States  Army  medical  corps  down  almost  to  the  Civil  War. 

From  the  present  perspective,  however,  the  most  important  aspect 
of  medicine  of  the  era  1760-  1820  was  the  founding  of  our  earliest 
medical  institutions,  most  of  which  were  to  become  the  flagships  of 
American  medicine.  Here,  both  Rush  and  Waterhouse  were  deeply 
involved,  but  again  in  quite  different  circumstances  and  with  quite 
different  results.25  As  Whitfield  Bell  pointed  out,  in  Philadelphia  first 
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came  the  general  hospital  (1752),  then  the  medical  school  (1765), 
and  last  the  medical  society  (1787);  in  Boston  it  was  just  the  oppo- 
site.'" Indeed,  Boston  did  not  have  a  general  hospital  until  182 1,  seven 
decades  alter  Philadelphia.  Just  why  this  should  have  been  so  is  by  no 
means  entirely  clear.  However,  this  is  probably  the  single  most  impor- 
tant tact  of  early  Boston  medicine.  Note  also  that  in  Philadelphia  the 
general  hospital  and  medical  school  had  been  founded  before  the 
Revolution  and  within  a  cosmopolitan  imperial  context  while  in  Bos- 
ton the  medical  society  and  medical  school  were  founded  at  the  end 
of  a  prolonged  struggle  for  independence.  The  Medical  School  of  the 
College  of  Philadelphia  did  not  escape  the  white  heat  of  war  and 
revolution,  however."'  In  1779  revolutionary  politics  caused  it  to  be 
absorbed  into  the  newly  created  University  of  the  State  of  Pennsyl- 
vania. In  1789  a  Thermidorean  reaction  caused  it  to  be  returned  to 
the  newly  restored  College  of  Philadelphia.  Finally,  in  1791  it  was 
combined  with  the  still  extant  medical  school  of  the  University  of  the 
State  of  Pennsylvania  to  become  the  present  University  of  Pennsyl- 
vania Medical  School.  This  was  the  medical  school  that  Rush  raised  to 
both  predominance  and  preeminence  in  the  new  nation.  By  1810  it 
had  two-thirds  of  the  650  medical  students  enrolled  in  America's  six 
active  medical  schools.28  It  was,  as  James  Jackson  and  John  Collins 
Warren  of  the  Harvard  Medical  Institution  ruefully  acknowledged, 
"the  only  school  of  eminence  in  the  country."29  By  contrast,  between 
1788  and  1810  the  Harvard  Medical  Institution  had  graduated  only 
fifty-one  students  in  course,  and  Waterhouse's  tenure  as  professor  of 
the  theory  and  practice  of  physick  had  been  marked  by  chronic  diffi- 
culties and  uninspired  teaching.30  In  1812  he  was  forced  out  of  Har- 
vard because  of  incompatibility  with  the  rest  of  the  medical  faculty, 
all  allies  of  his  bete  noire,  John  Warren,  and  his  role  in  trying  to 
establish  a  new  medical  society  that  probably  would  have  led  to  the 
founding  of  another  medical  school.  Actually,  Waterhouse's  position 
at  Harvard  had  been  untenable  since  1805,  with  the  appointment  of 
John  Warren's  son,  John  Collins,  as  assistant  professor  of  anatomy  and 
surgery,  and  William  Dandridge  Peck,  a  favorite  of  the  high  Federalists, 
as  Massachusetts  Professor  of  Natural  History.  It  is  interesting  to  spec- 
ulate what  might  have  happened  had  Waterhouse  succeeded  in  found- 
ing another  medical  society  and  a  new  medical  school  in  Boston. 
Certainly  the  medical  history  of  Boston  would  have  been  more  inter- 
esting and  far  more  typical  of  other  American  cities,  including  Phila- 
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delphia.  As  it  was,  the  presence  of  only  one  medical  school,  one  general 
hospital,  and  one  regular  state  medical  society  in  Boston  until  well 
into  the  middle  of  the  nineteenth  century  allowed  the  city's  WASP 
elite  to  completely  dominate  its  medicine  until  well  into  the  twentieth 
century.  Medically,  this  probably  was  a  good  thing.  In  social  and 
intellectual  terms,  its  benefits  are  far  more  questionable. 

Perhaps  the  most  important  contribution  Waterhouse  made  to  Bos- 
ton's medical  institutions  came  from  his  association  with  the  Marine 
Hospital  in  Charlestown.31  As  early  as  1803,  when  a  new  hospital  was 
being  built,  Waterhouse  lobbied  to  have  it  used  for  badly  needed 
medical  teaching  purposes.  From  1807  until  1809,  while  Physician  in 
Charge  at  this  institution,  he  strengthened  its  connection  with  Har- 
vard, improved  its  internal  organization,  publishing  its  first  Rules  and 
Orders,  made  the  building  and  grounds  more  attractive  and  opened 
up  an  outpatient  department.  His  dismissal  in  1809  on  charges  of 
nepotism  and  petty  graft  appear  to  have  been  caused  by  a  mixture  of 
personal  arrogance,  political  naivete  and  the  machinations  of  doctors 
William  Eustis  and  John  Collins  Warren,  both  of  whom  were  adept 
and  adroit  infighters.  In  1969  Waterhouse  received  something  of  a 
posthumous  vindication  when  a  ward  of  the  Boston  Public  Health 
Hospital  was  named  in  his  honor.32 


Rush,  the  Physician 

Although  Rush  was  one  of  the  founders  of  the  College  of  Physicians 
of  Philadelphia,  his  association  with  this  body  was  brief  and  stormy. 
He  did,  however,  deliver  an  important  inaugural  discourse  before  the 
College  on  February  6,  1 787,  in  which  he  delineated  with  considerable 
astuteness  the  role  of  the  medical  society  in  terms  of  developing 
collegiality,  exchanging  medical  information  and  opinion,  being  a  catalyst 
for  the  advancement  of  medical  science  and  serving  as  an  effective 
lobbying  agency.33  A  more  important  institutional  affiliation  was  that 
of  consulting  physician  to  the  Pennsylvania  Hospital  from  1783  until 
his  death.  It  was  here  that  he  came  into  close  and  constant  contact 
with  the  patients  of  that  institution's  facilities  for  the  insane,  which 
resulted  in  his  undertaking  reforms  and  writings  that  entitle  Rush  to 
be  called  "the  father  of  American  psychiatry."34  Shryock  gives  an  ex- 
cellent summary  of  his  reforming  activities  among  the  insane  at  the 
Pennsylvania  Hospital: 
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He  not  only  employed  kindness,  suggestion,  and  occupational  therapy; 
but  encouraged  patients  to  go  back  over  their  own  mental  history  in  a 
manner  which  has  been  viewed  as  suggestive  of  psychoanalysis.  He  also 
employed  shock  —  in  the  form  of  an  unexpected  deluge  of  cold  water  — 
and  may  have  viewed  this  as  a  psychological  rather  than  a  somatic  remedy. 
Despite  the  severity  of  some  of  his  restraining  devices  he  was  a  pioneer 
in  this  country  in  advocating  relatively  humane  institutional  care." 

Another  important  aspect  of  Rush's  work  in  psychology  and  psychiatry 
was  his  continuous  attempt  to  tie  them  both  to  general  medicine  and 
sociology. 

Of  even  greater  importance  were  his  two  major  publications  in  this 
area.  The  first  and  most  important,  but  less  well  known,  in  his  An 
Enquiry  into  the  Influence  of  Physical  Causes  Upon  the  Moral  Fac- 
ulty, read  before  the  American  Philosophical  Society  on  February  27, 
1786.  Here  Rush  argued  that  the  moral  faculty  (the  capacity  in  the 
mind  of  choosing  good  and  evil)  is  directly  influenced  by  physical  and 
environmental  factors,  is  subject  to  illness,  and  may  be  restored  to 
health  just  as  the  rest  of  the  body  can.  He  also  tried  to  categorize 
mental  disorders  according  to  behavior,  a  highly  innovative  undertak- 
ing for  an  American  physician  of  this  era.  A  far  better  known  and  more 
celebrated  work  is  Rush's  Medical  Inquiries  and  Observations  Upon 
the  Diseases  of  the  Mind,  published  in  1812,  the  year  before  his  death. 
This  book,  which  went  through  five  editions  by  1835,  was  one  of  the 
first  systematic  works  on  psychiatry  and  greatly  influenced  the  early 
mental  health  movement  in  America.  It  remained  the  only  American 
textbook  on  psychiatry  until  1883. 

A  brief  observation  on  Benjamin  Waterhouse  and  early  American 
psychiatry.  In  his  inaugural  address  at  the  opening  of  the  Harvard 
Medical  Institution,  he  entreated: 

most  earnestly  to  the  powers  and  virtues  of  the  Commonwealth,  to 
supply  a  desideratum,  benevolently  called  for  by  suffering  humanity,  — 
I  mean,  the  study  and  restoration  of  the  mind  diseased.36 

In  1809  he  visited  Philadelphia,  in  part  to  investigate  facilities  for  the 
insane  there.  Subsequently,  he  argued  that  if  Massachusetts  should 
build  an  asylum  it  should  not  be  in  Boston,  or  near  a  general  hospital 
"so  as  to  associate  one  with  the  other,"  and  should  not  be  subservient 
to  the  medical  school.3  Perhaps  if  Waterhouse  had  been  in  Philadel- 
phia he,  too,  might  have  been  an  important  pioneer  in  American 
psychiatry. 
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Conclusion 

By  1813  Benjamin  Rush  was  dead.  Benjamin  Waterhouse  would  live 
on  to  1846,  but  after  1820  he  was  viewed  as  a  proud  relie  of  the  past. 
This  despite  his  enthusiasm  for  Thomsonianism,  Jacksonian  democ- 
racy, and  westward  expansion.  However,  the  era  in  which  these  men 
left  their  imprint  was  an  impressive  one  for  American  physicians.  Large 
numbers  of  them  enthusiastically  and  effectively  participated  in  a 
political  revolution  whose  institutions  and  ideals  have  influenced  for 
the  better  the  course  of  history.  At  the  same  time  many  of  these 
doctors  laid  the  institutional  foundations  of  American  medicine,  which 
also  has  influenced  for  the  better  the  course  of  history. 

History  Department 
Emmanuel  College 
400  The  Fenway 
Boston,  MA  02 11 5 
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It  would  seem  appropriate  to  begin  this  diseussion  on  a  familiar 
theme.  The  basic  statement  of  the  Masters  &  Johnson  Institute's  ther- 
apeutic philosophy  is  that  sex  is  a  natural  function.  There  isn't  anyone 
who  is  not  aware  that  sex  is  a  natural  function.  And  yet  there  are  very 
few  who  have  ever  had  the  privilege  of  living  in  our  culture  with  sex 
as  a  natural  function.  It  will  only  be  our  children,  or  probably  our 
grandchildren,  who  will  have  that  privilege. 

What  is  implied  by  the  statement  that  sex  is  a  natural  function?  It  is 
the  Institute's  position  that  sexual  functioning  should  be  considered 
by  the  health  care  professions  in  exactly  the  same  category  as  bowel, 
bladder,  or  respiratory  functions.  As  you  are  well  aware,  this  is  not  the 
current  state  of  affairs.  We  are  making  progress;  attitudes  are  changing, 
but  not  rapidly  enough  to  affect  the  current  generation. 

Sex  as  a  Natural  Function 

What  evidence  do  we  have  to  support  the  contention  that  sex  is  a 
natural  function?  The  evidence  comes  from  different  sources,  but  my 
personal  orientation  to  the  concept  developed  during  the  first  delivery 
at  which  I  assisted  as  a  brand-new  intern.  The  baby  —  a  boy  —  was 
born  with  a  complete  erection.  I  had  no  idea  that  such  a  reaction  was 
possible  at  birth.  After  the  baby  was  delivered  and  the  cord  was  cut,  I 
questioned  the  attending  physician.  Had  he  noticed  that  the  baby  had 
an  erection?  Did  most  baby  boys  have  erections  before  they  took  their 
first  gasp?  Why  did  the  newborn  baby  boy  have  an  erection?  The  reply 
was  that  the  erection  was  caused  by  pressure  on  the  baby's  head  as  it 
came  through  the  birth  canal.  For  three  weeks  I  believed  this  expla- 
nation. Then  I  scrubbed  for  my  first  Cesarean  section,  an  elective 
operation.  The  woman  hadn't  been  in  labor.  That  baby,  again  a  boy, 
also  had  a  full  erection  before  he  took  his  first  gasp.  I  realized  that  the 
gullible  new  intern  had  been  had,  but  he  still  had  no  explanation  for 
the  immediacy  of  erectility. 

We  now  know  that  many  baby  girls,  presuming  they  aren't  severely 
depressed  by  the  birth  process,  involuntarily  produce  vaginal  lubri- 
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cation  in  the  first  twelve  to  twenty-four  hours  of  life — frequently  only 
eight  to  twelve  hours  after  birth. 

Vaginal  lubrication  and  penile  erection  are  parallel  physiological 
phenomena.  They  are  initiated  by  the  same  blood  supply,  the  same 
types  of  tissue  and  probably  the  same  nerve  supply.  Erections  may  be 
conceptualized  as  obvious  physiological  evidence  of  a  psychosocial 
demand  to  penetrate  and  lubrication  as  obvious  physiological  evi- 
dence of  an  invitation  to  penetration. 

Are  male  and  female  infants,  who  erect  and  lubricate  during  the  first 
few  hours  of  life,  being  sexy  in  the  adult  connotation  of  the  term? 
Obviously  not.  But  it  must  be  admitted  that  they  are  exhibiting  a 
certain  amount  of  "reading  readiness."  No  one  would  even  dream  of 
suggesting  that  these  babies  had  been  taught  how  to  erect  or  lubricate, 
or  that  these  physiological  responses  were  behaviorally  oriented  in 
any  way.  Yet  we  have  never  truly  realized  the  significance  of  these 
genetically  determined  physiological  responses. 

Normally  we  are  genetically  determined  to  be  two  things  sexually. 
We  are  all  male  or  female  in  gender,  and  we  all  have  the  capacity  to 
function  as  sexual  beings. 

Many  times  health  care  professionals  working  in  the  field  of  sex 
therapy  are  importuned  by  an  impotent  man  with  the  oft  repeated 
request,  "Teach  me  to  have  an  erection."  Such  a  request  is  impossible 
to  grant.  It  is  in  exactly  the  same  category  as  saying,  "Teach  me  to 
breathe."  And  how  does  one  do  that?  A  natural  function  cannot  be 
taught. 

If  sex  is  to  be  accepted  as  a  natural  function,  proof  of  this  must  go 
beyond  the  readiness  stage  of  the  newly  born.  There  must  be  evidence 
that  sex  behaves  like  other  natural  functions  in  adulthood.  And  there 
is  such  evidence.  All  natural  functions  have  in  common  the  faculty  for 
voluntary  control.  We  can  voluntarily  control  our  natural  functions, 
but  for  different  lengths  of  time.  For  example,  we  have  some  facility 
for  holding  our  breath.  If  we  consider  respiratory  function  with  its 
brief  period  of  voluntary  control  as  placed  on  one  end  of  a  continuum, 
sexual  functioning  with  its  unparalleled  capacity  for  voluntary  control 
lies  at  the  opposite  end  of  the  continuum. 

There  are  many  men  and  women  who  have  taken  the  public  position 
of  denying  any  manner  of  overt  sexual  functioning  for  a  lifetime  as  a 
means  of  expressing  their  religious  convictions.  If  just  one  generally 
healthy  person  has  been  able  to  refrain  from  any  form  of  sexual  activity 


46 


Sexuality  in  Perspective 


for  a  lifetime,  questions  eould  be  raised  as  to  whether  sexual  function- 
ing is  really  a  natural  function. 

However,  we  have  only  been  considering  the  time  when  we  have 
voluntary  control  over  our  natural  functions.  But  we  spend  a  great 
deal  of  our  life  without  voluntary  control  of  our  natural  functions  — 
when  we  are  asleep.  Every  natural  function  sets  its  own  pace  and 
responds  in  its  own  rhythm  when  we  are  asleep.  For  example,  the 
respiratory  excursions  of  one's  mate  are  frequently  very  different  when 
he  or  she  is  asleep  than  when  he  or  she  is  awake;  and  the  gastrointes- 
tinal and  genitourinary  systems  continue  to  function  during  sleep,  but 
experts  in  these  fields  tell  us  that  they  work  at  a  different  pace. 

If  sexual  function  is  indeed  a  natural  function,  it  must  work  at  its 
own  rate  and  set  its  own  pace  when  we  are  asleep.  And  it  does.  Most 
of  you  know  that  every  potent  man,  regardless  of  age,  presuming  only 
a  reasonable  state  of  general  health,  had  obvious  penile  engorgement 
every  eighty  to  ninety  minutes  last  night  in  or  out  of  dream  sequence. 
What  you  may  not  know  is  that,  regardless  of  age,  every  woman, 
presuming  a  reasonably  good  state  of  health,  involuntarily  produced 
measurable  vaginal  lubrication  every  eighty  to  ninety  minutes  last 
night  in  or  out  of  dream  sequence.  If  health  care  professionals  could 
recognize  the  concept  of  sex  as  a  natural  function,  what  an  entirely 
different  approach  to  the  subject  we  would  have  in  our  culture. 

Cultural  Restraints 

Our  culture  imposes  far  more  restraints  on  sexual  response  than  on 
any  other  natural  function.  Some  of  the  restraints  are  based  on  public 
health  concerns.  The  great  majority  have  originated  from  myths,  mis- 
conceptions or  religious  dogma. 

As  physicians,  we  are  fully  aware  that  frequently  there  are  many 
unfortunate  psychosocial  residuals  from  the  sexual  "thou  shalt  nots" 
that  are  imposed  on  young  women  in  our  culture.  But  we  give  little 
thought  to  the  fact  that  young  men  are  faced  with  even  greater  sexual 
handicaps  from  cultural  imposition  of  the  "thou  shoulds."  There  are 
at  least  three  male  "thou  shoulds"  that  are  readily  identifiable. 

First,  for  many  years  it  has  generally  been  conceded  that  the  male 
is  the  sex  expert  in  any  man-woman  relationship,  a  role  that  he  has 
modestly  accepted.  Actually,  no  man  will  ever  be  an  expert  on  the 
subjective  aspects  of  female  sexuality.  The  male  sex  expert  is  the  man 
who  is  fully  aware  of  his  limitations. 
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Second,  the  male  is  supposed  to  be  sexually  responsible  for  his 
female  partner.  If  she  isn't  orgasmic,  it  is  usually  presumed  that  the 
responsibility  lies  with  the  male  partner.  Actually,  nothing  is  further 
from  the  truth.  The  male  can  no  more  make  the  female  orgasmic  than 
the  female  can  ejaculate  for  the  male.  We  can  aid  and  abet  sexually  , 
but  we  can't  do  it  for  our  partners.  Such  a  cultural  position  of  primary 
male  sexual  responsibility  is  a  complete  denial  of  the  concept  of  sex 
as  a  natural  function. 

Third,  the  male  is  supposed  to  have  the  greater  sexual  need  or 
capacity.  Again,  nothing  could  be  further  from  the  truth.  Actually,  the 
human  female  is  naturally  multiorgasmic.  The  human  male  is  not.  As 
a  partial  answer  to  the  immediate  question  of  why  the  difference  in 
sexual  capacity  between  the  sexes,  one  may  note  that  the  human 
female  is  uniquely  endowed  with  an  organ,  the  clitoris,  that,  as  far  as 
is  known,  has  the  sole  function  of  sex  tension  increment.  The  male 
has  no  such  organ. 

Embryologically,  the  penis  and  the  clitoris  have  identical  origins, 
but  there  the  similarity  ends.  From  a  psychophysiological  point  of 
view,  there  simply  is  no  comparison  between  the  two  organs.  One  can 
immediately  think  of  other  functions  for  the  penis.  There  is  only  one 
known  function  for  the  clitoris. 

It  is  plainly  obvious  that  the  male  still  has  a  dominant  sexual  role  in 
our  culture  (as  in  most  cultures),  but  it  may  be  short-lived.  Man  has 
based  his  sexual  dominance  of  women  on  the  concept  of  his  greater 
facility  to  function,  greater  sexual  need  and  presumed  sexual  exper- 
tise. Since  these  are  false  presumptions,  sexual  dominance  has  carried 
with  it  a  tremendous  psychosocial  burden. 

For  generations  the  pressures  of  sexual  performance  have  been  laid 
at  the  door  of  the  sexually  dominant  male.  Those  of  us  who  are  over 
fifty  know  that  when  we  married  we  had  beautifully  denned  cultural 
roles.  We  were  living  in  a  double  standard  society.  Husbands  were 
well  prepared  to  do  something  to  their  wives  on  their  wedding  nights. 
Furthermore,  the  wives,  victims  of  the  same  culture,  were  prepared 
to  be  done  to. 

It  wasn't  until  the  early  fifties  that  cultural  concepts  of  sexual  roles 
changed,  but  unfortunately  they  were  altered  180  degrees  in  the 
wrong  direction.  It  became  the  male's  role  to  do  something  for  his 
female  partner  instead  of  to  her.  Of  course,  this  concept  is  a  complete 
denial  of  sex  as  a  natural  function.  "We  can't  breathe  for  her,  we  can't 
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eliminate  for  her,  but  we  can  make  her  be  orgasmic."  When  the  wife 
wasn't  orgasmic,  the  husband  assumed  the  burden  of  failed  sexual 
performance  and,  bowing  to  cultural  pressures,  began  questioning  his 
sexual  prowess.  "What's  wrong  with  me?"  became  an  oft  repeated 
litany. 

We  were  in  the  middle  sixties  before  the  "doing  for"  concept  began 
to  change.  Women's  glossy  magazines  stimulated  the  change  in  con- 
cept. They  began  repeating  a  new  and  foreign  statement  to  women: 
"You  not  only  have  a  birthright  but  also  a  responsibility.  Yours  is  the 
inherent  privilege  of  effective  sexual  function."  Women  began  to  real- 
ize that  they  were  as  sexually  handicapped  by  the  "doing  for"  concept 
as  were  the  men.  Women  who  expected  men  to  do  for  them  sexually 
were  denying  responsibility  for  their  own  sexuality. 

In  the  past  ten  years  men  and  women  have  moved  rapidly  to  the 
concept  of  interacting  with  each  other  as  full  sexual  partners.  The 
doing  to  or  for  stages  are  being  left  behind.  By  the  turn  of  the  century 
both  men  and  women  in  our  culture  are  going  to  be  equally  privileged 
to  honor  their  sexuality. 

From  a  female  point  of  view,  what  a  magnificent  change  —  from  a 
sexual  service  organization  to  a  full  sexual  partner.  What  a  magnificent 
change  for  the  male  as  well.  No  longer  is  it  his  responsibility  that  she 
be  orgasmic.  It  is  the  woman's.  Clearly,  a  certain  amount  of  mutual 
cooperation  is  in  order.  It  is  now  an  accepted  tenet  of  our  culture 
that,  since  sex  is  a  natural  function,  he  can't  do  it  for  her  and  she  must 
stop  expecting  him  to  do  so. 

Sex  as  an  Appetite 

We  have  to  learn  a  new  set  of  rules  if  we  are  going  to  lead  into  (as 
we  must )  and  acknowledge  (as  I  hope  we  will )  female  sexual  equality. 

The  greater  physiological  sexual  capacity  of  the  female  can  lead  to 
a  major  degree  of  marital  distress  if  men  and  women  are  not  properly 
educated.  Orgasm  is  a  very  selfish  experience  (using  the  term  in  the 
connotation  of  being  self-centered).  When  a  man  is  ejaculating,  he  is 
primarily  concerned  with  I-me  at  that  moment.  When  a  woman  is 
orgasmic,  she  is  also  primarily  concerned  with  I-me  at  that  moment. 
Much  has  been  made  of  the  cultural  myth  of  mutual  orgasm.  People 
work  to  achieve  this  presumed  great  goal  —  something  that  is  really 
appreciated  only  in  retrospect.  Such  a  reflection  rarely  brings  as  much 
subjective  sexual  pleasure  as  the  individual's  opportunity  to  appreciate 
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objectively  his  partner's  peak  of  sexual  response. 

When  considering  male  or  female  sexual  needs,  we  are  really  dis- 
cussing a  natural  appetite.  Therefore,  the  analogy  to  the  appetite  for 
food  or  of  sitting  down  to  the  dinner  table  would  seem  comparable  to 
the  appetite  for  sex  or  of  moving  to  the  bed.  Such  an  analogy  can  be 
used  in  many  different  ways.  For  instance,  we  can  deal  with  problems 
that  might  arise  from  different  levels  of  sexual  appetite  between  mar- 
ital partners  in  the  same  way  we  would  deal  with  variations  in  the 
partners'  appetite  for  food. 

Let's  suppose  that  it's  been  a  miserable  day  at  the  office.  A  husband 
comes  home  late.  His  wife  has  prepared  a  really  delightful  meal;  it's 
been  fun  to  anticipate  pleasing  him.  He  gets  home  about  8:30  or  9:00 
at  night.  The  mere  thought  of  food  is  too  much.  And  so  he  says,  "Look, 
I've  had  a  terrible  day;  I'm  not  even  sure  I  will  have  a  job  tomorrow. 
I'm  just  not  hungry." 

Does  the  wife  have  a  moment's  passing  concern  for  the  time  wasted? 
Certainly,  but  does  either  one  of  them  ever  think  that  tomorrow  night 
he  probably  won't  be  hungry?  No  such  thought  enters  their  minds. 

Same  man  —  miserable  day  at  the  office  —  he  gets  home  about  8:30 
or  9:00  at  night.  His  wife  has  been  anticipating  his  return  all  day;  she's 
in  need  sexually,  so  she  gives  proper  signs  and  signals  of  her  high  level 
of  sexual  appetite.  Nothing  could  have  been  further  from  his  mind. 
Yet  rather  than  say,  "I'm  not  hungry  sexually"  and  treat  his  sexual  need 
(or  lack  of  it)  as  a  natural  appetite,  he  tries  to  force  the  issue.  Since 
not  only  is  there  no  real  sexual  appetite  at  the  moment,  but  he  is  also 
obviously  distracted  by  extraneous  stresses,  there  may  be  no  erection. 
Subsequent  to  this  naturally  traumatic  situation  would  this  man  and 
woman  say  to  themselves,  "I  wonder  what  it  will  be  like  tomorrow 
night  since  he  couldn't  respond  tonight"?  You  can  be  certain  that  they 
would. 

The  lack  of  sexual  appetite  is  not  treated  with  the  same  objectivity 
as  the  lack  of  appetite  for  food.  As  opposed  to  their  ability  to  discuss 
the  husband's  lack  of  appetite  for  food,  there  is  no  comparable  freedom 
of  communication  between  these  two  people  when  his  sexual  appetite 
(or  lack  thereof)  is  involved.  The  husband  doesn't  have  the  courage 
to  say,  "Look,  it's  been  a  terrible  day.  I  just  don't  have  any  sexual 
appetite."  Even  if  he  does,  his  wife  may  not  accept  his  statement  at 
face  value.  She  might  raise  such  questions  as,  "What's  wrong  with  him?" 
or  "What's  wrong  with  me?"  or  "Where  has  he  been?"  These  thoughts 


50 


Sexuality  in  Perspet  lire 


usually  go  unspoken,  and  a  significant  level  of  mutual  trauma  develops 
within  the  relationship. 

What  neither  men  nor  women  realize  is  that  any  man  who  experi- 
ences a  single  occasion  of  functional  sexual  failure  (an  occasion  that 
he  really  takes  seriously )  is  at  least  halfway  along  the  way  to  impotence. 

Sexual  Dysfunction 

When  dealing  with  the  problems  of  sexual  dysfunctions,  one  comes 
to  appreciate  the  many  dimensions  of  effective  sexual  functioning. 
From  a  psychosocial  point  of  view,  we  believe  that  effective  sexual 
function  is  one  of  the  better  —  if  not  the  best  —  means  of  nonverbal 
communication  in  committed  relationships  between  men  and  women. 
The  Institute  defines  effective  verbal  and  nonverbal  communication 
in  a  committed  relationship  as  the  privilege  of  exchanging  vulnerabil- 
ity. The  key  words  in  this  definition  are  "committed  relationship." 
Obviously,  there  is  little  vulnerability  exchanged  in  any  mating  accom- 
plished by  partners  who  feel  little  or  no  sense  of  mutual  commitment. 

Spectator  roles  and  anxieties  about  sexual  performance  affect  both 
sexually  dysfunctional  men  and  women.  These  handicaps  must  be 
neutralized  if  the  sexual  disorder  is  to  be  reversed.  We  will  use  the 
example  of  a  sexually  inadequate  man  to  discuss  these  handicaps. 

The  spectator  role  can  best  be  described  by  presuming  that  there  is 
always  the  "third  person  in  the  bedroom."  When  a  man  with  erective 
insecurity  and  a  woman  are  actively  engaged  sexually,  the  man  and 
woman  are  in  the  bed  together  and,  figuratively,  the  man  is  also  in  a 
corner  of  the  room  watching  himself  as  a  spectator  to  see  whether 
( 1 )  he  is  going  to  achieve  an  erection,  (2)  he  is  going  to  maintain  the 
erection  long  enough  for  mounting,  (3)  he  will  be  able  to  maintain 
the  erection  long  enough  for  his  partner  to  achieve  sexual  satisfaction. 
The  more  the  man  watches  himself,  the  more  he  questions  himself, 
the  less  likely  he  is  to  have  positive  answers  to  his  questions. 

If  the  man  s  sexual  difficulties  continue  unabated,  it  isn't  very  long 
until  there  are  four  people  in  the  bedroom.  The  man  and  woman  in 
the  bed  together,  the  man  in  one  corner  of  the  room  watching  himself, 
and  the  woman  in  another  corner  also  watching  to  see  if  he  is  going 
to  have  an  erection  and  whether  it  can  be  maintained.  The  spectator 
roles  inevitably  distract  both  men  and  women  from  higher  levels  of 
sexual  involvement. 

One  of  the  most  important  elements  for  satisfactory  male  sexual 
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functioning  is  an  effectively  functioning  female.  The  more  honestly 
and  openly  the  woman  responds  sexually,  the  more  effective  partner 
she  becomes.  Why?  Although  there  are  innumerable  sources  of  sexual 
stimulation,  there  are  only  three  major  ones.  This  is  equally  true  for 
both  men  and  women.  Since  we  have  been  using  the  male  as  an 
example,  we  will  continue  along  the  same  track. 

In  overt  sexual  interchange,  if  the  male  moves  to  the  female  partner 
and  enjoys  her  body  for  his  pleasure,  it's  stimulating  for  him.  When 
she  moves  to  use  his  body  for  her  pleasure,  that's  also  stimulating  for 
him.  If  in  the  process  of  mutual  play,  she  obviously  becomes  highly 
involved  sexually,  she  provides  a  stimulative  bonus  that  he  desperately 
needs,  particularly  in  a  long,  continuing  relationship. 

If  the  female  handles  her  greater  sexual  capacity  by  lack  of  acknowl- 
edgment, by  hiding  the  depth  and  degree  of  her  sexual  interest,  even 
by  overt  repression,  she's  creating  problems  for  the  sexually  dysfunc- 
tional male  as  well  as  for  herself  because  she's  removing,  or  at  least 
neutralizing,  a  major  source  of  sexual  stimulation  for  her  male  partner. 

For  centuries,  anxiety  or  even  fear  of  sexual  performance  has  been 
primarily  a  male  sexual  handicap.  Only  in  the  last  two  decades  have 
sexually  dysfunctional  women  been  contending  with  high  levels  of 
performance  anxiety. 

The  sexually  anxious  male  inevitably  tries  to  force  an  erection.  No 
man  can  will  an  erection;  he  must  be  taught  to  let  an  erection  happen, 
not  try  to  make  it  happen. 

The  sexually  anxious  man  is  constantly  concerned  with  how  his 
image  fares  in  the  opinion  of  his  female  partner.  He  is  fearful  that  he 
will  not  be  able  to  erect,  to  insert,  or  to  maintain  an  erection  on 
demand  —  the  demand  of  intercourse.  One  of  the  most  effective 
approaches  in  relieving  male  performance  pressure  is  to  neutralize 
the  cultural  concept  that  the  only  acceptable  form  of  sexual  expres- 
sion is  to  put  the  penis  in  the  vagina. 

Is  the  penis  in  the  vagina  always  the  be-all  and  end-all  of  sexual 
functioning?  If  we  are  looking  to  improve  the  male's  sexual  effective- 
ness, the  answer  should  be  no.  The  mere  statement  that  there  is  only 
one  acceptable  pattern  of  sexual  interaction  puts  incredible  functional 
pressure  on  the  male.  When  he  "sits  down  to  the  table"  with  his  wife, 
he  should  have  the  privilege  of  responding  to  her  statement  of  need 
in  any  way  he  chooses.  This  freedom  to  respond  in  his  chosen  fashion 
relieves  most  of  the  pressure  of  performance  from  the  male.  Is  taking 
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this  position  a  denial  of  the  importance  of  penis  in  the  vagina?  Not  at 
all.  But  there  are  other  ways  of  effective  sexual  interaction.  As  long  as 
men  and  women  realize  that  there  are  other  acceptable  ways  to  attain 
their  mutually  required  sexual  release,  the  man  is  in  a  relatively  non- 
pressured  situation.  He  doesn't  have  to  talk  about  "what  a  tough  day 
it  was  at  the  office"  or  whatever  the  male  equivalent  of  "I  have  a 
headache"  is.  When  men  realize  that  other  patterns  of  sexual  interac- 
tion are  acceptable,  they  find  it  far  less  threatening  to  move  sponta- 
neously to  attempts  at  coital  connection. 

Homosexuality 

Homosexuality  is  a  natural  form  of  sexual  expression.  Homosexual- 
ity is  not  a  disease.  It  has  been  considered  a  sexual  perversion  by  the 
health  care  community — but  this  is  a  cultural  judgment,  nothing  else. 
At  present,  we  have  no  secure  evidence  that  homosexuality  has  a 
genetic  determinate.  Many  of  the  health  care  problems  that  arise 
regardless  of  the  individual's  sexual  preference  should  be  areas  of 
concern  for  the  health  care  professions.  As  physicians,  we  have  not 
accepted  this  responsibility. 

In  no  sense  are  we  suggesting  a  change  in  any  individual  physician's 
approach  to — or  concerns  with — the  subject  of  homosexuality  from 
a  sociocultural  point  of  view.  However,  we  are  suggesting  full  accept- 
ance of  responsibility  for  the  health  care  problems  of  the  homosexual 
population.  This  approach  will  not  be  possible  for  many  people.  Our 
culture  has  an  incredibly  powerful  influence. 

The  Laboratory 

We  have  had  the  privilege  of  working  in  the  physiology  laboratory 
over  the  years  with  both  homosexual  and  heterosexual  study  subjects. 
All  these  people  had  something  in  common.  They  were  very  effective 
sexual  performers  —  highly  selected  individuals.  It  is  inevitably  true 
that,  if  you  wish  to  find  out  what  happens  functionally,  you  had  best 
work  with  those  it  happens  to.  It  is  also  true  that  the  laboratory 
environment  creates  an  artificial  situation.  We  have  never  suggested 
that  what  happens  in  the  laboratory  is  completely  reduplicatable  at 
home  in  bed  with  the  bedclothes  up  and  the  lights  out.  On  the  other 
hand,  if  we  are  to  have  even  reasonably  secure  knowledge  of  human 
sexual  physiology  in  order  to  treat  problems  of  sexual  dysfunction 
effectively,  we  have  to  have  laboratory  data. 
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Sexual  Fantasy 

What  of  sexual  fantasy?  Therapists  frequently  have  suggested  that 
men  and  women  discontinue  their  free  association  fantasies  during 
sexual  activity  and  concentrate  on  their  partner.  But  this  fantasy  con- 
centration on  one's  mate  usually  doesn't  happen  with  sexually  profi- 
cient people.  The  Institute  conducted  in-depth  interrogations  in 
statistically  comparable  groups  of  heterosexual  men,  homosexual  men, 
heterosexual  women  and  homosexual  women.  In-depth  interrogation 
was  defined  as  at  least  three  interview  sessions.  The  interviews  were 
conducted  at  separate  times  by  a  male  researcher,  a  female  researcher 
and  a  dual  sex  team.  People  generally  respond  to  the  first  interview 
on  fantasy  material  with  what  they  want  you  to  know.  In  the  second 
interview  they  may  alter  their  response  a  bit  and  emphasize  what  they 
think  you  want  to  know.  It  isn't  until  the  third  time  or  even  a  fourth 
or  fifth  interview  that  the  interrogators  can  feel  reasonably  secure 
with  the  information  collected. 

fantasy  content  was  then  statistically  evaluated  in  terms  of  fre- 
quency of  occurrence  in  the  four  categories  of  male/female  homosex- 
ual and  heterosexual. 

First,  in  terms  of  frequency  of  occurrence,  was  forced  sex.  There 
was  equal  distribution  of  fantasy  content  between  being  forced  into 
or  forcing  sexual  episodes.  Such  a  high  frequency  level  for  forced  sex 
content  was  no  surprise. 

Second  in  terms  of  frequency  of  occurrence  was  cross-preference 
fantasy.  This  finding  was  indeed  a  surprise  to  the  research  team,  so  it 
will  be  discussed  briefly.  The  content  of  the  third  most  frequently 
reported  fantasy  of  functional  homosexual  men  was  heterosexual  in 
content.  The  third  most  frequently  reported  fantasy  of  homosexual 
women  was  heterosexual  in  content.  The  fourth  most  frequently  re- 
ported fantasy  of  heterosexual  men  was  homosexual  in  content,  and 
the  fifth  most  frequently  reported  fantasy  of  heterosexual  women  was 
homosexual  in  interaction. 

Forced  sex  and  cross-preference  fantasies  were  the  only  types  of 
fantasy  content  that  were  present  in  the  top  five  in  terms  of  frequency 
of  occurrence  for  all  four  research  groups. 

Many  heterosexual  men  and  women  have  been  treated  for  years  as 
latent  homosexuals  because  they  have  reported  homosexual  fantasies, 
but  we  have  never  heard  of  homosexual  men  or  women  being  treated 
as  latent  heterosexuals  because  they  had  heterosexual  fantasies.  An- 
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other  interesting  factor  in  sexual  fantasy  content  is  that  men  and 
women  who  are  heterosexual  and  men  who  are  homosexual  rarely 
fantasize  their  established  sexual  partners.  Only  lesbian  women  fan- 
tasize their  sexual  partners  with  any  significant  frequency. 

Ambisexual 

During  the  Institute's  homosexual  research  period,  an  interesting 
minor  subgroup  of  individuals  was  identified.  The  term  "ambisexual" 
has  been  used  to  describe  a  small,  selective  sexual  preference  group. 
Over  a  thirteen-year  period  six  ambisexuals  of  each  sex  were  identi- 
fied. This  is  a  very  small  "n."  By  Institute  definition,  ambisexuals  are 
men  and  women  who  function  well  sexually  with  both  male  and 
female  partners.  They  could  certainly  be  termed  bisexuals,  but  from  a 
psychosocial  point  of  view  they  go  well  beyond  this  preference  label 
in  unique  behavior.  They  literally  have  no  sense  of  personal  commit- 
ment. A  carefully  taken  history  reveals  that  there  is  absolutely  no 
emotional  identification  with  mothers,  fathers  or  siblings.  Nor  have 
they  had  any  significant  personal  identification  with  any  other  man  or 
woman  in  their  lives.  In  addition  to  the  fact  that  they  function  with  a 
high  degree  of  effectiveness  sexually  in  both  homosexual  and  hetero- 
sexual roles,  they  have  never  experienced  an  entangling  personal 
relationship.  The  ambisexual's  sexual  behavior  also  follows  a  unique 
pattern. 

When  an  ambisexual  man  interacts  sexually  with  a  fully  heterosexual 
woman  for  the  first  time,  he  assumes  sexual  dominance  immediately. 
He  moves  to  the  woman  and  initiates  sexual  stimulation.  At  his  deci- 
sion he  activates  mounting,  determining  positioning,  inserting  his  penis, 
and  sets  the  thrusting  pattern. 

When  an  ambisexual  man  interacts  with  a  fully  homosexual  man  for 
the  first  time,  there  is  quiet  discussion  of  procedure  and,  thereafter, 
the  sexual  encounter  is  usually  conducted  by  full  sexual  partners. 

When  the  ambisexual  woman  initially  interacts  with  a  fully  hetero- 
sexual man,  she  immediately  assumes  a  passive  sexual  role.  During  her 
first  sexual  encounter  with  a  lesbian,  the  ambisexual  woman  may 
assume  a  dominant  or  a  passive  role  but  rarely  interacts  initially  as  a 
full  sexual  partner. 

Medicine  and  Sexuality 
Medicine  has  placed  itself  in  a  very  difficult  position  in  relation  to 
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its  approach  to  human  sexuality.  As  physicians,  the  current  acceptahle 
medical  practice  is  to  face  the  clinical  realities  of  endocrine  and  of 
pharmacologic  causes  for  sexual  dysfunction.  Surgical  intervention 
with  artificial  implants  for  organically  impotent  men  is  becoming  in- 
creasingly popular.  However,  in  most  hospitals  it  is  not  acceptable 
practice  to  inquire  as  to  the  status  of  the  patient's  sexual  functioning 
during  routine  history  taking  on  hospital  admission.  When  the  system 
review  is  conducted  while  taking  the  patient's  medical  history,  infor- 
mation is  sought  relative  to  the  function  of  the  respiratory,  gastroin- 
testinal, and  genitourinary  systems.  In  most  hospitals  information  relative 
to  sexual  functioning  is  not  acquired  routinely  or,  if  it  is,  the  patients' 
responses  to  questioning  are  not  recorded  in  the  hospital  charts.  In 
other  words,  it  is  currently  considered  acceptable  medical  practice  to 
treat  problems  of  sexual  dysfunction,  but  it  is  not  acceptable  medical 
practice  to  ask  the  patient  whether  such  dysfunctions  exist. 

To  demonstrate  this  particular  concern  and  the  potential  hazard 
that  it  creates,  we  went  to  five  different  medical  centers  in  this  country. 
After  proper  procedures  to  obtain  permission,  we  were  allowed  to 
examine  the  records  of  men  who  had  been  admitted  in  the  previous 
three  years  for  intractable  gastrointestinal  bleeding  and  had  come  to 
surgery  during  this  particular  admission.  In  most  cases  there  had  been 
prior  medical  admissions  for  gastrointestinal  bleeding  that  was  con- 
trolled by  conservative  treatment.  All  cases  with  the  diagnosis  of 
cancer  were  eliminated  from  consideration. 

Then,  with  proper  permission,  we  were  able  to  talk  to  100  men  who 
came  to  surgery  for  intractable,  nonmalignant,  gastrointestinal  bleed- 
ing. In  all  the  hospital  charts  of  these  men  there  was  only  one  reference 
to  sexual  functioning.  A  note  in  one  chart  written  by  a  third-year 
medical  student  stated,  "This  man  says  he  is  impotent."  The  report  was 
underlined  in  the  history,  but  apparently  nobody  paid  any  attention 
to  it. 

Nineteen  of  the  one  hundred  men  who  were  interviewed  by  the 
research  team  described  major  degrees  of  sexual  dysfunction  or  dis- 
order that  had  developed  within  two  and  a  half  years  before  they 
finally  came  to  surgery  and  within  a  period  of  six  to  nine  months 
before  the  patient  first  noticed  gastrointestinal  bleeding.  Each  of  the 
hundred  men  reported  that  in  all  their  prior  medical  admissions  as 
well  as  the  final  surgical  admission,  no  one  had  ever  asked  them  about 
the  status  of  their  sexual  functioning.  The  man  whose  medical  chart 
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contained  the  note  about  impotence  said  that  he  had  volunteered  the 
information  because  he  was  concerned  that  his  sexual  anxieties  might 
have  affected  his  gastric  ulcer. 

Do  we  suggest  that  all  nineteen  surgeries  could  have  been  avoided 
if  the  proper  interrogation  had  been  conducted?  Of  course  not.  But  it 
is  possible  that  at  least  a  few  of  these  individuals  could  have  been 
protected  from  a  major  surgical  procedure.  Physicians  must  realize 
that  a  sexually  dysfunctional  man  usually  has  to  contend  with  as  much 
pressure  from  a  psychosocial  point  of  view  as  a  man  who  is  fearful  of 
losing  his  job  or  is  experiencing  major  stresses  in  other  phases  of  his 
life.  This  example  of  one  hundred  men  treated  in  some  of  the  finest 
hospitals  in  the  country  for  gastrointestinal  ulcers,  without  a  single 
query  about  their  sexual  status,  is  another  indication  that  physicians 
rarely  think  of  sexual  function  in  the  same  category  as  respiratory, 
bowel  or  bladder  function.  We  have  a  long  way  to  go  before  we,  as 
physicians,  not  only  accept  but  practice  the  concept  that  sex  is  a 
natural  function. 

Masters  &  Johnson  Institute 
24  S.  Kingshighway  Boulevard 
St.  Louis,  MO  63108 
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CASTANEDA-ZUNIGA,  W.  R.,  ed.  Radiologic  Diagnosis  of  Renal 
Transplant  Complications.  306  pp.,  illus.  Minneapolis:  University  of 
Minnesota  Press.  Price  $49.50. 

Reviewed  by  HOWARD  M.  POLLACK 

Although  much  has  been  written  about  the  role  of  radiology  in  the 
diagnosis  of  renal  transplant  complications,  all  previous  publications 
have  appeared  as  isolated  articles.  This  is  the  first  attempt  to  assemble 
the  existing  body  of  knowledge  in  this  ever  burgeoning  area  into  a 
textbook  format.  The  result  is  a  modest  (300  pages),  yet  comprehen- 
sive, compendium  that  covers  the  field  in  a  highly  satisfactory  fashion. 

It  is  appropriate  that  the  first  textbook  to  be  devoted  to  renal  trans- 
plant imaging  comes  from  the  University  of  Minnesota,  one  of  the 
leading  renal  transplant  centers  in  the  United  States.  The  editor  and 
twelve  of  the  fifteen  contributors  are  all  from  the  state  of  Minnesota, 
with  the  vast  majority  being  involved  in  the  transplant  program  at 
Minneapolis,  where  almost  2,000  renal  transplants  have  been  done. 
The  division  of  the  book  into  three  parts  —  Diagnosis  of  Systemic 
Complications,  Diagnosis  of  Local  Complications  and  Therapeutic 
Techniques — seems  quite  logical.  There  are  a  total  of  eleven  chapters, 
each  written  by  an  acknowledged  expert  in  his/her  own  subspecialty 
of  diagnostic  or  interventional  radiology.  Thus,  there  are  separate 
chapters  devoted  to  pulmonary,  musculoskeletal,  gastrointestinal  and 
other  nonrenal  complications,  as  well  as  a  thorough  discussion  of  the 
renal  and  urologic  problems  encountered  in  graft  recipients. 

Like  any  textbook,  this  work  has  both  its  strong  and  weak  points. 
The  strength  of  the  text  lies  in  its  thoroughness  and  the  obvious 
expertise  of  its  many  contributors.  The  chapter  organization  and  writ- 
ing styles  are  fairly  uniform  in  spite  of  the  multiple  authors,  and  the 
many  illustrations  of  radiographs  are,  in  general,  surprisingly  good, 
especially  when  one  stops  to  realize  that  the  publisher,  University  of 
Minnesota  Press,  is  not  primarily  a  producer  of  medical  textbooks. 

The  book's  deficiencies,  while  they  should  not  be  overlooked,  are 
minimal  when  compared  to  its  virtues  and  do  not  tarnish  its  value  as 
an  educational  instrument.  Some  of  the  illustrations,  especially  of 
chest  radiographs,  are  too  small,  making  it  difficult  to  appreciate  the 
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described  pathological  changes.  The  number  of  pages  devoted  to  the 
various  body  systems  affected  by  complications  is  quite  uneven.  For 
example,  while  pulmonary  complications  are  covered  in  twenty -sc\  en 
pages,  and  gastrointestinal  complications  in  only  seventeen  pages, 
approximately  sixty  pages  (and  thirty-five  illustrations)  are  allocated 
to  complications  of  the  musculoskeletal  system.  This  disproportion  is 
difficult  to  understand.  While  there  appear  to  be  no  major  omissions 
from  this  text,  a  few  subjects,  such  as  fatty  infiltration  of  the  liver  in 
patients  on  steroid  therapy,  are  not  mentioned.  MRI,  which  is  now 
coming  into  its  own  as  a  valuable  tool  in  evaluating  renal  transplants, 
is  mentioned  only  in  passing,  and  scant  coverage  is  given  to  CT  scan- 
ning. In  the  Interventional  Section,  there  is  no  mention  of  percuta- 
neous methods  of  draining  abscesses,  hematomas,  urinomas,  and  so 
forth. 

This  book  is  a  valuable  addition  to  the  literature  of  renal  transplan- 
tation and  will  serve  as  both  a  readable  textbook  and  a  reference  work. 
It  should  be  in  the  possession  of  all  radiologists  who  deal  with  renal 
transplant  complications  and  should  be  readily  available  to  all  other 
members  of  the  renal  transplant  team.  In  the  Introduction,  the  editor 
expresses  his  hope  that  this  volume  will  encourage  interdisciplinary 
cooperation  among  the  various  specialties  involved  in  renal  transplan- 
tation. This  work  could  very  well  have  such  a  unifying  effect. 

3400  Spruce  Street 
Philadelphia,  PA  19104 
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GORDON,  SOL.  Facts  About  Sex  for  Today's  Youth.  44  pp.,  illus. 
Fayetteville,  NY.:  Ed-U  Press,  Inc.,  1986.  Price  $6.95. 
GORDON,  SOL  and  JUDITH.  A  Better  Safe  Than  Sorry  Book:  A 
Family  Guide  for  Sexual  Assault  Prevention.  Pages  unnumbered, 
illus.  Fayetteville,  NY:  Ed-U  Press,  Inc.,  1986.  Price  $6.95. 

Reviewed  by  KATHARINE  E.  GODDARD 

These  are  two  small  paperback  booklets  that  can  be  most  useful  in 
meeting  today's  needs  for  forthright  information  in  the  sex  education 
of  youth.  Sol  Gordon,  currently  professor  emeritus  of  Ghild  and  Fam- 
ily Studies  at  Syracuse  University,  has  drawn  on  his  extensive  experi- 
ence as  chief  psychologist  at  the  Philadelphia  Child  Guidance  Clinic 
and  as  associate  professor  of  psychology  at  Yeshiva  University  in  New 
York  City. 

Facts  About  Sex  for  Today's  Youth  is  intended  for  use  by  adolescents, 
high  school  students  and  their  parents.  It  presents  the  facts  of  sexual 
anatomy,  intercourse  and  reproduction  and  deals  sympathetically  with 
the  problems  of  the  young  in  dealing  with  their  own  sexuality  and 
that  of  their  peers.  Its  language  is  precise,  pithy,  streetwise.  It  assumes 
the  normalcy  of  sexuality  counterbalanced  by  controlled  and  balanced 
behavior.  The  book  is  well  illustrated  with  pen  and  ink  drawings  by 
the  medical  artist  Vivian  Cohen,  and  contains  a  list  of  supplementary 
publications. 

A  Better  Safe  Than  Sorry  Book,  written  by  Dr.  Gordon  and  his  wife, 
is  intended  for  children  between  the  ages  of  three  and  nine  and  their 
parents.  Drawing  on  Judith  Gordon's  background  as  a  social  worker 
and  a  nursery  school  teacher,  the  book  has  as  its  purpose,  in  direct 
terms,  to  impress  on  children  the  difference  between  true  affection 
and  seductive  advances,  the  avoidance  of  "traps"  by  strangers  and  of 
inducements  from  which  there  may  be  no  escape. 

Both  books  are  clearly  illustrated  and  couched  in  language  of  mul- 
tiracial groups  of  varied  ethnic  strains.  They  should  be  useful  in  many 
settings  as  we  try  to  meet  the  pressures  and  dilemmas  today's  youth 
face  in  the  field  of  sexual  behavior. 

738  Wolcott  Drive 
Philadelphia,  PA  19118 
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1916-1986 

WALLACE  G.  McCUNE 

James  A.  Collins,  Jr.,  died  on  September  9,  1986,  after  a  three-week 
illness  at  his  beloved  Geisinger  Medical  Center,  where  he  spent  his 
entire  medical  career  except  for  a  six-month  Fellowship  at  the  Mayo 
Clinic.  He  had  been  graduated  from  Hazleton  High  School,  Pennsyl- 
vania State  University  and  Jefferson  Medical  College  before  beginning 
his  career  in  Danville,  Pennsylvania. 

Jim  was  a  superior  physician  and  gastroenterologist.  He  was  Head 
of  the  Section  of  Gastroenterology  at  Geisinger  Memorial  Hospital 
from  1953  to  1973,  Director  of  the  Department  of  Internal  Medicine 
from  1958  to  1974,  and  Chairman  of  the  Division  of  Medical  Depart- 
ments from  1974  to  1978.  In  1981  he  was  appointed  Senior  Vice 
President  for  Research  and  a  member  of  the  Board  of  Directors  at 
Geisinger.  In  1975  he  was  appointed  Clinical  Professor  of  Medicine 
at  Pennsylvania  State  University  College  of  Medicine  at  Hershey.  From 
1958  to  1978  he  was  Director  of  a  most  successful  Internal  Medicine 
Residency  Program  at  Geisinger  Memorial  Hospital,  where  he  contin- 
ued to  act  as  a  Senior  Consultant  and  to  see  patients  until  the  time  of 
his  death. 

Jim  was  a  Past  President  of  the  Montour  County  Medical  Society 
and  served  as  its  Secretary/Treasurer  from  1953  to  1971.  He  served 
as  President  of  the  Danville  Board  of  Health  for  thirty-five  years  and 
was  a  member  of  the  Executive  Board  of  the  Susquehanna  Valley 
Tuberculosis  Society  for  twenty  years.  He  was  a  Borough  Councilman 
in  Riverside,  the  community  in  which  he  lived. 

Jim  was  President  of  the  Pennsylvania  Society  of  Internal  Medicine 
in  1969—1970  and  the  American  Society  of  Internal  Medicine  in 
1979—1980.  For  a  number  of  years  he  was  a  member  of  the  Council 
of  the  Federated  Council  of  Internal  Medicine.  Perhaps  no  one  has 
been  a  stronger  force  in  the  structure,  function  and  organization  of 
Internal  Medicine  and  its  public  and  professional  recognition. 

He  was  a  member  of  the  Interspecialty  Advisory  Board  of  the  Amer- 
ican Medical  Association  and  Chairman  of  its  Joint  Review  Committee 
on  Educational  Programs  for  Physicians'  Assistants  as  well  as  a  member 
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of  the  Council  of  the  Section  of  Internal  Medicine.  Active  also  in  the 
Pennsylvania  Medical  Society,  he  served  as  Chairman  of  the  Medical 
Commission  on  Graduate  Education,  Vice  Chairman  of  the  Council 
on  Scientific  Advancement,  Chairman  of  the  Committee  on  Conven- 
tion Program,  Chairman  of  the  Advisory  Committee  on  Manpower 
and  Allied  Professions,  Chairman  of  the  Council  on  Education  and 
Science,  and  Member  and  Chairman  of  the  Committee  on  Aid  to 
Education.  He  became  a  member  of  the  Blue  Shield  Corporation  in 
1974  and  at  the  time  of  his  death  was  the  First  Vice  President  of  its 
Board  of  Directors. 

The  list  of  Jim's  professional  accomplishments  is  much  longer  than 
has  been  cited.  Only  his  friends,  colleagues  and  family  could  appreciate 
his  personal  characteristics.  He  was  talented,  resourceful,  well  orga- 
nized and  had  an  amazing  capacity  for  hard  work.  He  did  not  talk  much 
at  meetings  and,  indeed,  his  friends  at  the  American  Society  of  Internal 
Medicine  referred  to  him  as  "the  quiet  man."  When  he  did  speak,  he 
was  worth  listening  to  because  his  remarks  were  thoughtful  and  in- 
formed. He  brought  a  quiet,  serious,  intellectual  approach  to  problems 
and  earned  the  respect  of  his  peers.  Writing  in  the  Internist  in  October 
1986,  Wm.  C.  Felch  states:  "His  deliberate,  careful  manner  of  debating 
complex  issues  was  his  most  noticeable  feature,  but  it  was  leavened 
by  a  pungent  and  clever  Irish  wit."  James  Collins,  the  quiet  man,  will 
be  missed.  We  should  hav  e  more  quiet  men. 

He  is  survived  by  Virginia,  his  wife,  and  a  son,  George. 

Two  Penn  Boulevard 
Philadelphia,  PA  19144 
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1922-1986 

SIDNEY  FRIEDMAN 

William  J.  Rashkind  died  on  July  6,  1986,  less  than  six  months  after 
the  discovery  that  he  had  metastatic  melanoma.  A  Fellow  of  the  Col- 
lege since  1 968,  he  was  recognized  the  world  over  as  an  outstanding, 
innovative  pediatric  cardiologist.  He  was  the  acknowledged  "father" 
of  interventional  cardiology,  a  discipline  that  is  now  being  vigorously 
pursued  to  provide  the  nonsurgical  treatment  of  many  varieties  of 
heart  disease  in  both  children  and  adults.  He  spent  the  major  portion 
of  his  medical  career  in  the  Division  of  Cardiology  at  The  Children's 
Hospital  of  Philadelphia,  the  last  two  years  as  divisional  chief. 

Bill  Rashkind  was  born  on  February  12,  1922,  in  Paterson,  New 
Jersey.  In  1943  he  was  graduated  from  the  undergraduate  school  of 
the  University  of  Louisville  and  in  1946  from  the  medical  school  of 
the  same  university.  After  a  rotating  internship  at  the  Michael  Reese 
Hospital  in  Chicago,  he  began  his  career  in  physiology  and  hemody- 
namics at  the  Naval  Medical  Research  Institute  in  Bethesda,  Maryland, 
From  there  he  joined  the  Department  of  Physiology  at  the  University 
of  Pennsylvania  School  of  Medicine,  where  he  remained  for  four  years. 
In  1953  he  decided  to  begin  formal  training  in  pediatrics.  This  was 
accomplished  on  the  old  Ward  G  service  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  under  the  guidance  of  Dr.  Paul  Gyorgy.  In 
1956  he  took  a  fellowship  in  pediatric  cardiology  at  The  Children's 
Hospital  of  Philadelphia,  where  he  stayed  on  as  a  staff  member  for  the 
remainder  of  his  illustrious  career. 

His  entry  into  pediatric  cardiology  coincided  with  breakthroughs 
in  the  diagnosis  of  congenital  heart  disease,  followed  by  dramatic 
successes  in  its  surgical  treatment.  Bill  participated  in  the  first  cardiac 
catheterization  carried  out  at  The  Children's  Hospital  of  Philadelphia 
in  1955.  Eventually,  he  became  the  Director  of  the  Cardiovascular 
Diagnostic  Laboratory,  which  at  the  time  of  his  death  was  performing 
more  than  500  catheterizations  per  year.  His  reputation  and  outstand- 
ing skill  in  this  technique  were  recognized  throughout  the  world. 

While  providing  this  essential  clinical  service  at  the  hospital,  he  had 
many  other  medical  interests.  The  ultimate  gadgeteer,  he  was  always 
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trying  to  apply  his  current  device  to  the  diagnosis  and  treatment  of 
congenital  heart  disease.  For  a  while  he  worked  on  a  small  pump 
oxygenator  to  sustain  very  sick  babies  with  severe  oxygen  lack.  He 
was  determined  to  find  a  way  to  create  an  atrial  septal  defect  in 
children  with  transposition  of  the  great  arteries,  a  group  of  patients 
who  would  benefit  from  such  an  additional  defect.  He  tried  a  number 
of  gadgets,  and  one  day  it  dawned  on  him  that  the  use  of  a  balloon  to 
dilate  the  already  existing  foramen  ovale  in  patients  with  transposition 
of  the  great  arteries  could  result  in  the  creation  of  a  defect  which 
could  preserve  the  life  of  these  infants.  In  1966  he  and  Dr.  William  W. 
Miller  published  a  landmark  article  in  the  Journal  of  the  American 
Medical  Association  entitled  "The  Creation  of  an  Atrial  Septal  Defect 
Without  Thoracotomy  as  a  Palliative  Approach  to  Complete  Trans- 
position of  the  Great  Arteries,"  a  concept  that  opened  the  way  to 
interventional  cardiology. 

Later  Dr.  Rashkind  pioneered  in  devising  instruments  enclosed  and 
introduced  within  a  cardiac  catheter  to  close  a  patent  ductus  arterio- 
sus and  an  atrial  septal  defect.  Progress  made  in  the  past  three  or  four 
years  in  the  treatment  of  pulmonary  stenosis,  coarctation  of  the  aorta, 
aortic  stenosis  and  coronary  artery  heart  disease,  using  the  principle 
of  balloon  dilatation,  can  be  attributed  to  his  original  idea  of  balloon 
atrial  septostomy.  An  untold  number  of  lives  have  been  saved,  cardiac 
operations  made  unnecessary  and  human  suffering  reduced  by  these 
techniques.  It  was  entirely  fitting  that  Bill  received  the  1986  Ray  C. 
Fish  Award,  posthumously,  at  the  International  Symposium  on  Inter- 
ventional Cardiology  in  Houston,  Texas,  in  the  fall  of  1986. 

Space  does  not  permit  the  listing  of  all  his  accomplishments  and 
their  recognition.  Bill  was  a  Charter  Member  of  the  Sub-board  of 
Pediatric  Cardiology  of  the  American  Board  of  Pediatrics  and  later 
became  Chairman  of  the  Examining  Board.  He  was  honored  with 
named  lectureships  by  the  American  Heart  Association,  the  Associa- 
tion of  European  Cardiologists,  and  the  New  York  Heart  Association. 
He  was  President  of  the  Section  on  Cardiology  of  the  American  Acad- 
emy of  Pediatrics  and  a  member  of  the  Society  of  Pediatric  Research 
and  the  American  Pediatric  Society. 

What  does  not  appear  in  his  curriculum  vitae  was  the  warm,  caring 
and  compassionate  person  who  was  loved  by  everyone  who  worked 
with  him.  He  was  always  jolly  and  optimistic.  It  was  a  pleasure  to  be 
in  his  company.  He  hated  to  refuse  anybody's  request  for  anything.  His 
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memory  will  be  among  us  and  influence  us  for  many  years. 

Bill  is  survived  by  his  loving  wife,  Rita  (Leisten)  Rashkind,  two 
daughters  and  a  son. 


3  ah  Street  &  Civic  Center  Boulevard 
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A  Discourse  Delivered  Before  the  College  of  Physicians  of 
Philadelphia,  Feb.  6,  1787 
On  the  Objects  of  Their  Institution 

BENJAMIN  RUSH,  M.D.,  &c.  &c. 

Mr.  President  and  Gentlemen, 

I  feci  peculiar  pleasure  in  reflecting,  that  the  late  revolution,  which 
has  given  such  a  spring  to  the  mind  in  objects  of  philosophical  and 
moral  enquiry,  has  at  last  extended  itself  to  medicine,  and  in  less  than 
five  years  after  the  peace,  before  the  human  faculties  had  contracted 
to  their  former  dimensions,  a  college  of  physicians,  formed  upon 
principles  accommodated  to  the  present  state  of  society  and  govern- 
ment in  America,  has  been  established  in  the  capital  of  the  United 
States. 

The  design  of  the  present  essay  is  to  point  out,  in  a  few  words,  the 
advantages  which  may  be  derived  from  this  institution  and  to  suggest 
the  many  resources,  which  our  country  offers  for  the  improvement  of 
medicine. 

I  shall  consider  the  objects  and  advantages  of  our  institution,  1st  as 
a  College,  and  2ndly  as  a  Medical  Society. 

I.  By  assuming  the  name  of  a  College,  we  shall  1st,  be  able  to 
introduce  order  and  dignity  into  the  practice  of  physic,  by  establishing 
incentives  and  rewards  for  character.  Men  are  generally  anxious  to 
preserve  the  good  opinion  of  those  with  whom  they  are  obliged  to 
associate.  The  reception  we  shall  meet  with  from  each  other  in  our 
meetings  will  serve  to  correct  or  to  improve  our  conduct.  And  if  we 
are  as  chaste  as  we  should  be,  in  the  admission  of  members,  a  fellow- 
ship in  our  College  will  become  in  time,  not  only  the  sign  of  ability, 
but  an  introduction  to  business  and  reputation  in  physic. 

2ndly.  By  assuming  the  name  of  a  College  we  may  give  a  sanction 
to  an  American  Dispensatory  —  for  I  take  it  for  granted,  this  will  be 
one  of  the  first  objects  of  our  attention.  — 

—  The  variety  in  the  degrees,  and  perhaps  nature  of  our  diseases, 

From  the  Transactions  of  the  College  of  Physicians  of  Philadelphia,  Vol.  1,  p.  xix,  1793 
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and  the  many  remedies  which  are  peculiar  to  our  country,  which  have 
as  yet  no  place  in  foreign  dispensatories,  render  this  undertaking  a 
matter  of  absolute  necessity. 

3rdly.  By  means  of  our  association,  under  the  title  of  a  College,  we 
shall  be  better  able  to  attract  the  attention  of  the  government  of  our 
country,  in  matters  that  relate  to  the  health  and  happiness  of  our  fellow 
citizens.  In  the  year  1725,  the  College  of  Physicians  of  London,  pre- 
sented an  address  to  the  British  House  of  Commons,  in  which  they 
bore  such  a  testimony  against  the  pernicious  effects  of  distilled  spiri- 
tuous liquors,  as  laid  the  foundation  of  several  excellent  laws,  that 
were  calculated  to  lessen  the  consumption,  and  of  course,  the  fatal 
consequences  of  those  liquors.  The  disinterestedness  of  such  inter- 
positions of  a  medical  faculty,  in  favour  of  the  health  and  morals  of 
their  fellow  citizens  cannot  fail  of  ensuring  their  success  with  a  legis- 
lature. 

4thly.  By  stated  meetings  as  a  College,  we  may  promote  enquiries 
and  observations  upon  the  prevailing  diseases  of  the  city.  Here  the 
timid  may  be  encouraged,  and  the  sanguine  may  be  taught  to  doubt. 
Here  the  young  practitioner  may  profit  by  the  experience  of  the  old, 
and  the  old  by  the  boldness  of  enquiry,  and  modern  improvements  of 
the  young.  Here,  uniformity  in  principle,  and  practice  in  medicine, 
will  gradually  insinuate  themselves.  Nor  will  the  advantages  of  our 
conferences  end  in  the  acquisition  of  knowledge.  The  heart  will  nat- 
urally interest  itself  in  the  pursuits  of  the  head.  Here  friendships  will 
be  contracted  and  cemented,  and  occasional  and  unavoidable  suspi- 
cions or  disputes  may  here  be  accommodated  by  explanation  or 
mediation.  By  these  means  we  shall  become,  not  only  the  guardians 
of  the  honor  of  the  profession,  but  likewise  of  each  other's  character. 

II.  As  a  Medical  Society  associated  for  the  purposes  of  collecting 
and  publishing  medical  observations  and  enquiries,  an  ample  field  lies 
open  before  us. 

The  human  body  still  contains  secrets  which  have  eluded  the  en- 
quiries of  the  anatomists  and  physiologists  of  the  old  world.  Who 
knows  but  they  may  be  reserved  by  Heaven,  to  give  immortality  to 
the  name  of  an  American  physician. 

Our  country  abounds  with  objects  for  the  improvement  of  Chem- 
istry, Botany,  and  Materia  Medica.  How  few  of  the  fossil  and  vegetable 
substances  peculiar  to  America,  have  been  examined  by  men  capable 
of  applying  them  to  the  purposes  of  medicine. 
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The  winds,  the  local  situations  of  the  different  parts  of  America,  and 
the  particular  diet — dress — customs — manners — occupations — and 
buildings  of  our  country,  furnish  immense  opportunities  for  the  im- 
provement of  pathology. 

It  remains  yet  to  be  discovered  and  recorded,  whether  the  extent 
of  human  life  has  been  encreased  or  diminished  in  America. 

The  effects  of  agriculture,  horticulture,  manufactures,  commerce 
and  civilization,  in  their  progress  from  their  first  to  their  last  stages, 
upon  the  health  and  life  of  man,  can  at  present  be  ascertained  with 
precision  in  America.  Here,  too,  we  may  discover  the  symptoms  which 
gradually  accompany  the  change  of  natural  into  artificial  diseases. 

The  comparative  effects  of  the  different  articles  of  agriculture  upon 
health,  such  as  wheat,  Indian  corn,  rice,  tobacco  and  indigo,  remain 
yet  to  be  explored  in  this  country. 

The  cutting  down  of  our  woods  has  had  a  sensible  effect  upon  our 
climate,  and  upon  the  health  of  our  inhabitants.  It  remains  yet  to  be 
determined  whether  the  increase  of  fevers  from  this  cause,  is  produced 
by  the  encrease  of  exhalation,  or  by  the  progress  of  easterly  winds 
westward,  as  has  been  supposed  by  Mr.  Jefferson,  in  his  notes  on 
Virginia. 

It  yet  remains  to  ascertain  the  full  influence  of  cultivation  upon  our 
bodies.  The  highest  degrees  of  it  known  in  America,  have  had  a  visible 
effect  upon  health.  In  Connecticut,  one  of  the  oldest  and  best  culti- 
vated states  in  the  union,  remitting  and  intermitting  fevers  are  seldom 
known. 

It  is  certain  that  more  rain  and  less  snow  have  fallen  in  our  winters, 
within  these  few  years,  than  formerly.  It  becomes  us  to  enquire,  whether 
the  change  in  the  moisture  of  our  atmosphere,  from  this  cause,  has 
added  to  the  number  or  altered  the  symptoms  of  our  diseases. 

The  comparative  influence  of  the  moon  on  diseases  in  this  country, 
is  a  subject  worthy  of  close  investigation,  though  unfortunately  hith- 
erto but  little  attended  to. 

America  furnishes  almost  the  only  spot  on  the  surface  of  the  globe, 
to  determine  whether  different  forms  of  government  have  any  influ- 
ence upon  health  and  life.  In  countries  where  power  is  confined,  by 
hereditary  succession,  to  a  few  hands  the  effects  of  political  passions 
are  much  limited.  But  even  in  these  countries  we  often  read  or  hear 
of  their  baneful  operation  upon  the  human  body.  The  abbe  Richard 
tells  us,  it  has  more  than  once  happened,  that  cardinals  have  died  in 
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24  hours  after  the  election  of  a  pope — and  I  have  heard  a  well-attested 
anecdote  of  a  Swedish  officer,  who  was  seized  with  a  bilious  colic, 
which  terminated  in  a  palsy,  from  a  rebuke  which  he  met  with  from 
the  present  King  of  Sweden.  In  a  country,  where  the  safety,  power, 
and  offices  of  government  are  the  objects  of  attention  or  desire  of 
every  man,  it  is  a  matter  highly  interesting  to  know  what  are  the  effects 
of  the  passions,  which  are  excited  by  those  objects,  upon  the  human 
body.  Are  madness,  melancholy,  the  hysteria  and  hypochondriasis, 
more  frequent  in  republics  than  in  monarchies?  I  think  we  are  pos- 
sessed of  a  sufficient  number  of  facts  to  determine  this  question. 

It  remains  yet  to  determine  the  comparative  effects  of  labour  and 
learning  upon  health  and  life.  At  present  the  former,  compared  with 
the  latter,  in  the  middle  and  southern  states,  is  in  the  ratio  of  four  to 
one.  From  the  number  and  growth  of  the  colleges  and  schools  lately 
established  in  these  states,  it  will  be  in  our  power  to  determine,  in  a 
few  years,  whether  we  have  increased  or  diminished,  with  knowledge, 
the  health  of  our  fellow  citizens. 

The  influence  of  religious  opinions  upon  health  and  life  may  be 
discovered  in  America;  for,  by  the  principles  and  forms  of  our  consti- 
tutions, a  boldness  and  freedom  of  enquiry  upon  religious  subjects 
have  been  introduced  among  us,  which  have  been  hitherto  unknown 
in  the  world. 

The  effects  of  emigration  upon  life  and  health,  have  as  yet  been  the 
subject  of  no  enquiry.  Is  the  maladie  de  pays,  or  home-sickness,  so 
distressing  and  fatal  to  the  Swiss,  common  to  all  the  emigrants  from 
Europe  on  their  first  arrival  among  us?  Are  they  most  subject  to  our 
epidemic  diseases,  the  first  or  second  year  after  they  arrive  in  our 
country?  Is  there  any  mode  of  preventing  these  diseases?  And  lastly, 
do  these  persons  exceed  in  health  or  life  the  natives  of  America?  We 
have  many  facts  which  will  enable  us  to  determine  each  of  these 
questions. 

The  effects  of  the  mixture  of  the  human  species  of  different  nations 
and  countries  upon  health  and  life,  may  here  be  determined  by  accu- 
rate observations.  It  is  certain,  that  the  inferior  species  of  animals  are 
improved  in  strength  by  the  mixture.  But  further;  the  mulatto  pos- 
sesses stronger  stamina  than  belonged  to  his  father  or  mother.  The 
size,  strength,  health  and  longevity  of  Englishmen  have  been  ascribed 
to  the  intimate  mixture  of  the  blood  of  half  the  nations  of  Europe, 
from  which  they  are  descended.  To  the  effects  of  this  mixture,  like- 
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wise,  may  be  ascribed  that  elevation  and  perfection  which  the  human 
understanding  has  acquired  in  Great  Britain.  I  take  pleasure  in  sacri- 
ficing national  prejudice  to  truth  and  philosophy  by  introducing  this 
observation,  especially  as  I  anticipate  the  same  national  character  from 
the  operation  of  similar  causes  upon  the  citizens  of  America. 

There  are  several  diseases  peculiar  to  our  country  which  have  never 
been  described. 

The  vomiting  and  purging,  which  are  so  frequent  and  fatal  in  the 
summer  months,  in  all  the  cities  of  America,  would  furnish  an  excellent 
subject  for  medical  enquiry. 

The  cause  of  the  decay  of  the  teeth,  which  is  so  frequent  in  the 
middle  and  eastern  states  of  America,  will  admit  of  much  curious  and 
useful  speculation. 

The  sudden  and  often  fatal  effects  of  a  draught  of  cold  water  upon 
the  human  body  in  this  city,  and  the  remedies  proper  to  remove  them, 
will  furnish  another  subject  for  a  medical  communication. 

The  qualities  of  our  pump  water,  and  the  influence  of  building  upon 
it,  are  proper  subjects  for  chemical  investigation. 

The  reason  why  the  suburbs  and  south  end  of  our  city  are  more 
subject  to  autumnal  fevers  than  its  centre  and  north  end,  and  why 
these  fevers  are  less  frequent  within  these  three  years  than  formerly, 
deserve  our  attention. 

The  high  price  of  fire-wood,  makes  it  necessary  to  examine  the 
effects  of  fossil  coal,  and  stove  rooms,  upon  health  and  life. 

The  symptoms  and  degrees  in  which  our  acute  and  chronic  diseases 
agree  and  disagree  with  the  descriptions  of  the  same  diseases  pub- 
lished in  Europe,  will  furnish  ample  matter  for  observation. 

An  enquiry  into  the  causes  why  the  Dysentery  is  equally  the  con- 
sequence of  a  dry  and  wet  summer,  and  why  it  appears  on  the  summit 
of  high  grounds,  while  the  vallies  below  them  are  visited  with  remit- 
ting and  bilious  fevers,  may  lead  us  to  determine,  whether  that  disorder 
be  idiopathic,  or  whether  it  be  the  febris  introversa  of  Dr.  Sydenham. 

For  the  sake  of  obtaining  full  information  and  accurate  observations 
of  the  state  of  the  air  and  weather  (so  essential  to  obtaining  a  history 
of  diseases),  I  would  recommend  to  the  College,  to  appoint  one  of 
their  body  for  the  following  purposes. 

1st.  To  record  and  communicate  to  the  College  an  exact  account 
of  the  temperature  of  the  weather  as  measured  by  Fahrenheit's 
Thermometer. 
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2ndly.  To  record  the  variations  in  the  weight  and  moisture  of  the 
air,  hy  the  Barometer  and  Hydrometer. 
3dly.  To  record  the  state  of  the  winds. 

4thly.  To  measure  exactly  the  quantity  of  water  that  falls  in  our  city. 
These  observations  will  be  more  useful,  if  we  can  obtain  from  the 
sextons  of  the  different  churches  in  the  city,  such  a  return  of  the 
deaths,  as  will  enable  us  to  ascertain  the  increase  or  decrease  of  mortal 
diseases  by  the  bills  of  mortality.  To  render  these  bills  more  useful,  let 
the  sexton  be  directed,  in  every  case  of  death,  to  apply  to  the  physician 
who  has  attended  the  patient  for  the  name  of  the  mortal  distemper. 

Let  the  observations  on  each  of  these  subjects,  be  delivered  every 
month  to  the  College. 

To  obtain  an  accurate  knowledge  of  the  epidemics  of  the  city,  I 
would  recommend  the  preservation  of  the  accounts  of  the  diseases 
that  are  kept  in  the  Dispensary.  If  these  diseases  be  recorded  by  the 
names  that  are  given  to  them  by  Dr.  Cullen,  in  the  last  edition  of  his 
Nosologia  Methodica,  the  account  of  them  cannot  fail  of  being  highly 
useful  and  beneficial  to  the  public.  To  derive  the  utmost  possible 
advantage  from  this  history  of  our  epidemics,  let  us  endeavour  to 
procure  similar  observations  from  different  parts  of  the  state,  and  from 
every  state  in  the  union. 

To  render  our  city  as  celebrated  for  medical  advantages,  as  it  has 
long  been  for  other  things,  it  will  be  necessary  to  erect  in  it  warm 
and  cold  baths.  The  advantages  of  both  these  remedies  in  a  country 
where  the  diseases  from  heat  and  cold  are  so  predominant,  need  not 
be  mentioned. 

A  Medical  Library,  will  help  to  diffuse  knowledge  among  us  upon 
easy  terms,  while  a  botanical  garden  will  furnish  us  with  an  opportu- 
nity of  cultivating  that  part  of  the  Materia  Medica,  which  is  derived 
from  the  vegetable  kingdom. 

Should  an  application  be  made  to  the  legislature,  there  can  be  no 
doubt  of  our  obtaining  a  suitable  piece  of  ground  for  that  purpose. 

Thus,  Mr.  President  and  Gentlemen,  have  I  pointed  out  in  a  few 
words,  the  great  objects  and  advantages  of  our  College  of  Physicians. 

I  shall  conclude  with  the  following  remarks.  It  is  a  general  opinion 
that  the  condition  of  man  in  our  world  is  mending.  The  conveniences 
and  pleasures  of  life,  are  daily  multiplying  by  the  inventions  of  philos- 
ophy. Many  disorders,  once  deemed  incurable,  now  yield  to  medicine. 
No  wonder  then  that  a  general  expectation  prevails — that  a  revolution 
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is  soon  to  take  place  in  favour  of  human  happiness.  Natural  means 
appear  to  be  the  instruments  designed  by  heaven  to  fulfill  its  purposes 
of  mercy  and  benevolence  to  mankind.  I  am  fully  persuaded  there 
does  not  exist  a  disease  in  nature,  that  has  not  an  antidote  to  it.  And 
when  I  consider  the  influence  of  liberty  and  republican  forms  of 
government  upon  science,  and  the  vigour  which  the  American  mind 
has  acquired  by  the  events  of  the  late  revolution,  I  am  led  to  hope 
that  a  great  portion  of  the  honor  and  happiness  of  discovering  and 
applying  these  antidotes  may  be  reserved  for  the  physicians  of  Amer- 
ica. 
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Items  of  Interest  from  Philadelphia  Medical  Centers 


Thomas  Jefferson  University. 

Jouni  Uitto,  M.D.,  Ph.D.,  has  served 
as  Professor  of  Dermatology  and 
Chairman  since  November  I,  1986. 

Edward  A  Jaeger,  M.D.,  professor 
of  ophthalmology,  was  installed  re- 
cently as  president  of  the  Pennsyl- 
vania Academy  of  Ophthalmology 
and  Otolaryngology. 

On  March  25  the  Bodine  Center 
for  Radiation  Therapy,  in  honor  of 
William  W.  Bodine,  Jr.,  late  chair- 
man of  Thomas  Jefferson  Univer- 
sity's board  of  trustees,  will  be 
dedicated.  Equipment  for  the  Cen- 
ter will  include  two  25-megavoIt 
linear  accelerators  and  two  6-meg- 
avolt  linear  accelerators. 

University  of  Pennsylvania 
Health  Institutions.  Gerald  S. 
Lazarus,  M.D.,  has  been  given  the 
Marion  B.  Sulzberger  Memorial 
Award  and  Lectureship  for  his  con- 
tributions in  the  field  of  dermatol- 
ogy. 

The  Medical  College  of  Penn- 
sylvania. The  appointment  of  Su- 
san V.  McLeer,  M.D.,  as  Chief  of  the 
Division  of  Child  Psychiatry  has 
been  announced. 

The  Medical/Dental  Staff  has 
elected  Michael  J.  Barrett,  M.D.,  its 
President  for  1986-1987. 

Marjorie  Dugan,  Ph.D.,  has  been 
appointed  executive  assistant  to  D. 
Walter  Cohen,  D.D.S.,  president  of 
the  medical  college. 


The  announcement  has  been  made 
of  the  appointment  of  Bruce  L. 
Hoffman,  M.D.,  as  chief  of  the  di- 
vision of  rheumatology. 

The  Office  of  Naval  Research  has 
awarded  a  grant  to  John  Clarke, 
M.D.,  to  develop  a  computer-aided 
support  system  to  help  medical 
corpsmen  at  sea  manage  specific  ac- 
cidental injuries. 

Doris  G.  Bartuska,  M.D.,  has  been 
elected  president  of  the  American 
Medical  Women's  Association. 

The  University  of  Witwatersrand 
in  Johannesburg  has  conferred  an 
honorary  degree  on  Joseph  Wolpe, 
M.D.,  honoring  him  for  his  leader- 
ship in  the  theory  and  practice  of 
behavior  therapy. 

Sariel  G.  G.  Ablaza,  M.D.,  has  been 
appointed  chief  of  the  division  of 
cardiothoracic  surgery. 

D.  Walter  Cohen,  D.D.S.,  has  been 
awarded  an  honorary  doctorate  by 
the  University  of  Louis  Pasteur  in 
Strasbourg,  France. 

Hahnemann  University.  Stanley 
A.  Brockman,  M.D.,  formerly  at 
Thomas  Jefferson  University,  has 
been  appointed  professor  and  chair- 
man of  the  Department  of  Cardi- 
othoracic Surgery. 

The  appointment  of  Stanley 
Cohen,  M.D.,  as  professor  and  chair- 
man of  the  Department  of  Pathol- 
ogy and  Laboratory  Medicine  has 
been  announced. 
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William  S.  Frankl,  M.D.,  has  been 
appointed  director  of  the  Likoff 
Cardiovascular  Institute  and  the  di- 
vision of  Cardiology. 

Aided  by  a  grant  from  the  van 
Ameringen  Foundation,  a  Center  for 
Alzheimer  and  Related  Diseases  has 


been  established  under  the  direc- 
tion of  Burton  Weiss,  M.D.  and  A 
Charles  Winkelman,  M.D. 

The  hospital  has  received  accre- 
ditation as  a  Level  I  Trauma  Center 
by  the  Pennsylvania  Trauma  Sys- 
tems Foundation. 
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Report  of  the  Francis  C.  Wood  Institute 

Conferences  and  Edited  Volumes 

The  1986  national  conference  at  the  Institute,  entitled  "Grand  Rounds:  100  Years  of  Internal 
Medicine,"  was  a  survey  by  practitioners  and  historians  of  the  forces  that  have  shaped  the 
development  of  that  specialty  in  the  United  States.  The  opening  address  by  Paul  Becson,  M.D., 
"The  Inner  History  of  Internal  Medicine,"  offered  an  insider's  view  of  the  spectacular  rise  of 
internal  medicine  in  the  twentieth  century.  There  followed  several  sessions  on  the  subspe- 
cialties of  internal  medicine:  Joel  Howell,  "The  Changing  Face  of  Twentieth-Century  Amer- 
ican Cardiology";  Steven  Peitzman,  "Nephrology  in  America  from  Thomas  Addis  to  the 
Artificial  Kidney  ";  Diana  E.  Long,  "Endocrinology  in  American  Medicine,  1891-1951";  Edward 

H.  Kass,  "History  of  the  Specialty  of  Infectious  Diseases  in  the  U.S.A.";  Joseph  B.  Kirsner,  "One 
Hundred  Years  of  American  Gastroenterology";  and  Thomas  G.  Benedek,  "A  Century  of 
American  Rheumatology,"  describing  the  growth  of  those  scientific  fields.  Bruce  Fye  discussed 
"The  Literature  of  Internal  Medicine";  Steven  Kunitz,  the  "Classifications  in  Medicine";  and 
Harry  M  Marks,  "Notes  from  the  Underground:  The  Social  Organization  of  Therapeutic 
Research."  The  institutions  of  internal  medicine  were  discussed  by  Palmer  H.  Futcher,  "The 
American  Board  of  Internal  Medicine";  A.  McGehee  Harvey,  "The  Association  of  American 
Physicians";  Edward  C.  Rosenow,  Jr.,  "The  American  College  of  Physicians";  and  William 
Felch,  "The  American  Society  of  Internal  Medicine."  The  meeting  concluded  with  a  look  at 
the  past,  present  and  future  of  internal  medicine  by  Rosemary  Stevens,  entitled  "The  Curious 
Career  of  Internal  Medicine:  Functional  Ambivalence,  Social  Success." 

A  dinner  honoring  Dr.  Francis  C.  Wood  was  held  on  Friday,  March  28.  The  conference  was 
organized  by  Russell  Maulitz,  M.D.,  a  Fellow  of  the  College,  and  Diana  E.  Long. 

The  Henry  J.  Kaiser  Family  Foundation,  the  Benjamin  and  Mary  Siddons  Measey  Founda- 
tion, and  the  Josiah  Macy,  Jr.,  Foundation  provided  funding  for  the  conference. 

Fellowship  Program 

Our  first  Rockefeller  Foundation  Fellow,  Harry  Marks,  has  been  in  residence  since  Septem- 
ber 1986.  His  project  is  "The  Idea  of  an  Experiment."  Two  Fellows  will  be  selected  for 
1987-1988. 

Research 

Diana  E.  Long  has  three  articles  forthcoming: 

I.  "Thomas  Eakins'  THE  AGNEW  CLINIC:  a  World  We  Have  Lost?"  Prospects,  Winter  1988; 

2.  "The  Physiological'  Identity  of  American  Sex  Researchers  between  the  two  World  Wars," 
in  Gerald  Geison,  ed.,  American  Physiology  Comes  of  Age,  Press  of  the  American  Physiolog- 
ical Society,  1987. 

3.  "Historical  Perspectives  on  Endocrinology  in  American  Medicine,"  Grand  Rounds:  100 
Years  of  Internal  Medicine,  University  of  Pennsylvania  Press,  1987. 

Professional  and  Public  Service 

On  a  national  level,  Dr.  Long  has  been  the  organizer  and  chair  of  the  committee  of  the 
History  of  Science  Society  on  Unaffiliated  Scholars.  In  1 986  Janet  Golden  became  the  chair 
of  the  local  arrangements  committee  for  the  national  meeting  of  the  American  Association 
for  the  History  of  Medicine  to  be  held  at  the  College  in  1987.  She  has  convened  an  active 
committee  of  local  historians,  including  staff  and  Fellows  of  the  College  to  plan  this  meeting 
of  about  400  people. 
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Staff 

The  new  Administrative  Assistant  at  the  Wood  Institute  is  Elizabeth  Joyce  The  Research 
Assistant  is  Virginia  Montijo,  a  recent  graduate  of  St.  Joseph's  University. 


Diana  E.  Long 
Director 


Hall  and  Grounds  Committee 

John  T.  Deininger,  M.D,  Chairman 
Peter  J.  Devine,  M.D.  Norman  Makous,  M.D.  Steven  J.  Peitzman,  M.D. 

Darwin  W.  Ferguson  (A)  Mrs.  Paul  Nemir  Robert  E.  Weibel,  M.D. 

Marc  Lapayowker,  M.D.  Leslie  Nicholas,  M.D.  Charles  E.  Wolfcrth,  Jr.,  M.D. 

Mrs.  J.  Edwin  Wood 

Meeting  Schedule:  Third  Friday,  Odd  Months 


Howard  Y  Ando,  Ph.D. 
Robert  Austrian,  M.D. 
Herman  Beerman,  M.D. 
Shirley  S.  Bloom,  M.D. 
Patricia  F.  Boms,  M.D. 
Solomon  S.  Brav,  M.D. 
Herbert  Cohen,  M.D. 
Richard  W.  Foster 

Meeting 


Library  Committee 
Peter  J.  Koblenzer,  M.D,  Chairman 
Joseph  T.  Freeman,  M.D. 
Palmer  H.  Futcher,  M.D. 
Howard  L.  Kent,  M.D. 
Philip  B.  Kimbel,  M.D. 
John  J.  B.  Light,  M.D. 
John  R.  Park,  (A) 
Robert  S.  Pressman,  M.D 
Alexander  Price,  D.O. 
Schedule:  First  Thursday,  Even  Months,  4:00  P.M 


Samuel  X.  Radbill,  M.D. 
Mrs.  Carolyn  Raymond 
Robert  D.  Reinecke,  M.D. 
George  P.  Rosemond,  M.D. 
William  K  Sherwin,  M.D,  Ph.D. 

Alvin  M.  Sofife,  M.D. 
Stewart  G.  Wolf,  Jr.,  M.D. 


Rare  Book  Sub-Committee 
Richard  W.  Foster,  Chairman 
Joseph  T.  Freeman,  M.D.  Irwin  J.  Pincus,  M.D.  Samuel  X.  Radbill,  M.D. 

Peter  J.  Koblenzer,  M.D.  Robert  S.  Pressman,  M.D. 

Meeting  Schedule:  At  Call  of  Chairman 


Committee  on  the  Mutter  Museum  and  College  Collections 


Henry  Abrams,  M.D. 
Mrs.  Emma  Beerman 
Bernard  Behrend,  M.D. 
David  Bronstein,  D  O. 
C.  Nelson  Davis,  M.D. 
J  Paul  Decker,  M.D. 


Robert  H.  Bradley,  Jr.,  M.D,  Chairman 


Henry  M.  Drinker,  M.D. 
Edwin  J.  Foltz  (A) 
Andras  L.  Korenyi-Both,  M.D. 
Mrs.  Pamela  Mansure 
Alma  Dea  Morani,  M.D. 


Leslis  Nicholas,  M.D. 
Charles  M.  Norris,  M.D. 
Lawrence  Charles  Parish,  M.D. 

Mrs.  Reba  Pressman 
Howard  H.  Steel,  M.D. 


Meeting  Schedule:  Second  Wednesday,  4:00  P.M. 


Committee  on  Planning  and  Development 
Robert  Austrian,  M.D,  Chairman 
George  L  Blumstein,  M.D.         Arthur  C.  Kaufmann  (A)  George  P.  Rosemond,  M.D. 

Lewis  W.  Bluemle,  Jr.,  M.D.         Brooke  Roberts,  M.D.  Daniel  L.  Shaw,  Jr.,  M.D. 

Herbert  A.  Faust,  M.D.  Jonathan  E.  Rhoads,  M.D.  George  L.  Spaeth,  M.D. 

John  H.  Hodges,  M.D. 

Meeting  Schedule:  First  Tuesday,  4:00  P.M. 
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Committee  on  Public  Health  and  Preventive  Medicine 
Paul  I).  Stolley,  M  l)  .  Chairman 
Donald  J  Balaban,  M.D.  Herbert  Ma/an  Robert  Sharrar.  MI) 

Georgina  Faludi,  M.D.  l  ewis  W.  Polk,  M.D.  Ann  O'Sullivan.  R  \ 

Ira  W.  Gabrielson,  M.D.  Raymond  Q  Seyler,  M.D. 

Meeting  Schedule:  Third  Thursday,  Even  Months,  3  30  P.M. 

Committee  on  Scientific  Affairs 
George  L.  Spaeth,  M.D.,  Chairman 
Doris  G.  Bartuska,  M.D.  Joseph  S.  Gonnella,  M.D.  W  illiam  N.  Mebane  HI,  M.D. 

Baruch  S.  Blumberg,  M.D.       C.  William  Hanson,  Jr  .  \1  I )  Mrs.  Carolyn  Raymond 

Mary  Stuart  Fisher,  M.D  Wallace  G.  McCune,  M.D.  Edward  J.  Stemmler,  M.D. 

Meeting  Schedule:  At  Call  of  Chairman 
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Bicentennial  College  Night  Programs 

September  10,  1986 

"Insanity:  Evolution  of  a  Medico-Legal  Concept"  (Kenneth  Appel  Memorial  Lecture) 
Robert  L.  Sadoff,  M.D. 

Clinical  Professor  of  Psychiatry,  University  of  Pennsylvania  School  of  Medicine- 
October  1,  1986 

"The  Impact  of  New  Discoveries  on  the  Cost  and  Quality  of  Medical  Care" 

Duncan  Neuhauser,  M.D. 

Professor  of  Epidemiology  and  Bio-Statistics 

Case  Western  Reserve  University 

November  5,  1986 

"Science,  Medicine  and  Ethics  in  the  21st  Century" 
Edmund  Pellegrino,  M.D. 

Professor  of  Medicine  and  Director,  Kennedy  Institute  of  Bioethics 
Georgetown  University 

December  3,  1986 

"The  Impact  of  Physician  Liability  on  the  Quality  of  Patient  Care" 

Clark  Hovighurst,  Esq. 

Professor  of  Law  and  Public  Safety 

Duke  University 

January  7,  1987 

"Medical  Care  of  the  Disenfranchised" 
William  Walsh,  Sr.,  M.D. 
President,  Project  HOPE 

February  4,  1987 

"Preventive  Medicine:  A  Critical  Evaluation" 

Howard  H.  Hiatt,  M.D. 

Dean,  Harvard  School  of  Public  Health 

March  4,  1987 

"The  Impact  of  HMOs  and  DRGs  on  the  Quality  of  Patient  Care" 
Walter  J.  McClure,  Ph.D. 
President,  Center  for  Policy  Studies 

April  1,  1987 

"Medical  Practice  in  the  21st  Century:  Profession  or  Business" 
Francis  D.  Moore,  M.D. 

Professor  of  Surgery  (Emeritus),  Harvard  Medical  School 

May  6,  1987 

"Perspectives  on  Human  Obesity" 
Albert  J.  Stunkard,  M.D. 

Professor  of  Psychiatry,  University  of  Pennsylvania  School  of  Medicine 

October  7,  1987 

"Medical  Education:  Problems  and  Opportunities" 
Alvin  R.  Tarlov,  M.D. 

President,  Henry  J.  Kaiser  Family  Foundation 
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November  20-21,  1987 

Two-day  bicentennial  symposium  on  progress  and  challenges  in  the  care  of  the  most 
frequent  causes  of  death  in  cardiovascular  diseases,  cancer  and  trauma 

Women's  Committee 
1986 

Mrs.  Robert  S.  Pressman,  Chairwoman 
Mrs.  William  Hanson,  Jr.,  Vice  Chairwoman  Mrs.  John  Webber,  Treasurer 

Mrs.  Keith  Fischer,  Recording  Secretary  Mrs.  Paul  Nemir,  Jr.,  Corres.  Secty 

Meeting  Schedule:  First  Tuesday,  10:00  A.M. 

Report  of  the  Women's  Committee 

In  1987  the  Women's  Committee  will  celebrate  its  16th  anniversary.  Since  its  inception 
the  Women's  Committee  has  contributed  greatly  to  the  enhancement  of  the  College  halls 
and  rooms.  In  1974  the  College  bore  hardly  any  resemblance  to  its  appearance  today.  The 
building  was  always  an  architectural  gem,  but  it  was  badly  in  need  of  refurbishing  and 
redecorating.  The  rooms  were  used  primarily  for  College  business  and  Fellows  meetings, 
lectures,  etc.  In  recent  years  the  building  has  become  one  of  Philadelphia's  most  sought  after 
locations  for  weddings,  private  parties,  celebrations  and  various  other  functions,  official  and 
social.  One  only  had  to  watch  the  TV.  presentation,  "Managing  Our  Miracles,"  to  sense  the 
beauty  and  dignity  of  the  surroundings  and  to  realize  why  Mitchell  Hall  was  chosen  as  the 
location  for  this  memorable  production. 

This  transformation  has  taken  a  great  deal  of  time,  energy  and  money  to  achieve,  and  we 
are  very  proud  and  pleased  that  we  have  been  able  to  contribute  to  this  vital  institution. 

Our  membership  has  been  increasing  slowly  but  steadily,  and  we  have  a  core  of  hardworking 
people  who  support  our  programs  and  endeavors.  The  Women's  Committee  has  given  ap- 
proximately 8100,000.00  to  the  College  since  1979.  These  funds  have  been  raised  in  a  variety 
of  ways.  We  have  an  Annual  Book  Sale,  Lectures  and  Lunches,  trips  to  interesting  places,  a 
Friends  Appeal,  a  Remembrance  Fund,  an  Annual  Cooking  Demonstration  and  anything  else 
we  can  think  of  that  is  fun,  entertaining  and  educational.  This  year  the  Committee  is  spon- 
soring a  Gala,  the  200th  Anniversary  Ball,  which  will  celebrate  the  beginning  of  the  third 
century  for  the  College. 

The  Women's  Committee  welcomes  into  its  membership  people  who  are  interested  in  the 
College  and  in  being  a  part  of  this  remarkable  institution,  which  for  200  years  has  gathered 
together  in  one  magnificent  building  the  best  and  the  brightest  that  Philadelphia,  the  country 
and  in  fact  the  world  have  to  offer.  It  is  indeed  a  privilege  to  be  counted  among  its  supporters. 
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Section  on  Dermatology 
Joseph  A.  Witkowski,  M.D.,  Chairman  Caroline  S.  Koblcnzcr,  M.D.,  Clerk 

Report  of  the  Section 

The  requirements  for  membership  in  the  Seetion  are  only  that  the  individual  have  a 
professional  interest  in,  and  a  respeet  for.  dermatology;  in  addition  to  physicians  who  have 
completed  residency  training  in  the  field,  we  have  among  our  membership  other  interested 
scientists,  including  veterinarians,  pharmacologists,  basic  scientists  and  the  like. 

The  format  of  our  meetings  is  a  scientific  presentation  by  a  guest  speaker  who  has  distin- 
guished himself  or  herself  in  some  aspect  of  dermatology,  followed  by  a  cocktail  hour  and 
subscription  dinner  that  is  also  attended  by  spouses.  Generous  support  from  pharmaceutical 
firms  has  enabled  us  from  time  to  time  to  invite  residents  in  dermatology  from  the  various 
training  programs  in  the  city.  We  hold  four  or  five  meetings  each  academic  year  at  the  College 
on  Wednesday  evenings. 

We  have  had  a  total  of  twenty  meetings.  Our  speakers  this  year  so  far  have  been  Milton 
Viederman,  M.D.,  head  of  the  Liaison  Psychiatry  service  at  the  New  York  Hospital  and  Cornell 
Medical  School,  who  showed  a  very  instructive  videotape  demonstrating  interviewing  tech- 
niques in  a  patient  with  AIDS,  and  Dr.  Michael  Fisher,  Head  of  the  Unified  Division  of 
Dermatology  at  Albert  Einstein  College  of  Medicine  in  New  York,  who  gave  an  excellent 
presentation  on  The  Medically  111  Patient  with  Fever  and  a  Rash."  In  January  we  had  Dr. 
Maureen  Poh-Fitzpatrick,  a  recognized  expert  on  the  Porphyrias,  and  March  brings  Dr.  Albert 
KJigman,  who  is  well  known  to  all  of  us  and  who  can  be  relied  on  to  provide  stimulation  and 
challenge.  In  late  April  our  final  meeting  for  the  1986—87  academic  year  will  be  a  historical 
presentation  by  I.awrence  Charles  Parish.  M.D.,  of  Thomas  Jefferson  University;  this  presen- 
tation will  be  the  Section  on  Dermatology's  contribution  to  the  Bicentennial  Celebration  of 
the  College. 

Our  membership  currently  stands  at  around  100,  and  our  dues  are  $35.00  per  annum. 
Our  first  five  and  one  half  years  have  been  singularly  successful,  and  we  look  forward  to 
many  more  exciting  seasons  to  come. 

Caroline  S.  Koblenzer,  M.D. 
Clerk  of  the  Section 


Section  on  Geriatrics  and  Gerontology 
Jay  Roberts,  Ph.D.,  Chairman  Willard  A.  Krehl,  M.D.,  Clerk 

Report  of  the  Section  on  Geriatrics  and  Gerontology 
There  are  about  sixty  members  in  the  section.  Under  the  Bylaws,  membership  is  open  to 
Fellows  and  non-Fellows,  with  two  elected  Officers,  Chair  and  Clerk,  who  must  be  College 
Fellows.  The  Bylaws  require  that  a  new  Section  be  endorsed  by  a  minimum  of  fifteen  Fellows. 
Subsequently,  it  was  increased  by  the  addition  of  non-Fellows  as  a  voluntary  dues-supported 
group  that  serves  under  the  College  Bylaws,  which  permit  considerable  latitude  for  scientific 
inquiry. 

Membership  is  open  to  Fellows  and  non-Fellows.  Annual  dues  as  well  as  donations  in  honor 
of  someone  or  as  memorials  come  under  the  tax-deductible  status  of  the  College. 
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Program 

June  11, 1986 

"Treatment  of  Urinary  Tract  Infections  in  the  Elderly" 

Donald  Kay,  M.D. 

Medical  College  of  Pennsylvania 

October  28,  1986 

Symposium:  Aging  in  the  United  States  in  the  Eighties 
Richard  Edie,  M.D. 

Hospital  of  the  University  of  Pennsylvania 

John  Rowe,  M.D. 
Harvard  University 

Harry  Moody,  M.D. 
New  York,  NY. 

Willard  A.  Krehl,  M.D. 
Clerk 

Section  on  Insurance  Medicine 
William  F.  X.  Coffey,  M.D.,  Chairman  William  C.  Beck,  Jr.,  M.D.,  Clerk 

The  Section  meets  twice  a  year,  in  the  spring  and  fall. 


Section  on  Medical  History 
Allen  C.  Wooden,  M.D.,  Chairman  A.  Michael  Broennle,  M.D.,  Clerk 

Report  of  the  Section  on  Medical  History 
The  Section  on  Medical  History  has  ninety  regular  and  sixteen  student  members.  We  made 
a  change  in  the  format  this  year,  scheduling  one  speaker  instead  of  two,  followed  by  the 
traditional  reception  and  dinner.  Attendance  at  the  dinners  averaged  thirty-three. 

Many  members  of  the  Section  are  working  on  the  Local  Arrangements  Committee  prepar- 
ing for  the  1987  Annual  Meeting  of  the  American  Association  for  the  History  of  Medicine  in 
Philadelphia,  under  the  leadership  of  Janet  Golden,  Ph.D.,  from  the  Francis  C.  Wood  Institute 
for  the  History  of  Medicine. 

In  reviewing  the  1985—86  Program,  we  note  the  cancellation  of  the  Joint  Meeting  with  the 
Philadelphia  Allergy  Society  because  of  unforeseen  schedule  conflicts  for  our  speaker,  Dr. 
Sheldon  G.  Cohen,  from  the  N.I.H. 

Program 

September  17,  1986 

"Victor  Robinson,  M.D.  (1886-1947):  A  Centennial  Tribute  to  a  Pioneer  Medical  Historian" 

Fred  B.  Rogers,  M.D. 

Temple  University  School  of  Medicine 

October  15,  1986 

"History  of  Forensic  Pathology  Based  on  the  MOVE  Incident  and  Dr.  Joseph  Mengele" 
Ali  Z.  Hameli,  M.D. 

Chief  Medical  Examiner,  Wilmington,  DE. 

November  19,  1986 
"The  Medicine  Show" 
William  H.  Gelfand 
New  York,  NY 
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March  12,  198^ 

The  Kate  Hunt  Mead  lecture 

"Science  and  Medicine  in  the  Social  Construction  of  Woman:  From  Aristotle  to  Corpus 

Callosum" 

Ruth  Bleicr.  M.D. 

University  of  Wisconsin,  Madison,  WI 

April  8,  1987 

The  Samuel  X  Radbill  Lecture 

"Philadelphia  Physicians  and  the  Development  of  Medical  Photography" 
Stanley  B.  Burns,  M.D. 
New  York,  NY 

April  30- May  3,  1987 

Annual  Meeting  of  the  American  Association  for  the  History  of  Medicine,  cohosted  by  the 
Francis  C.  Wood  Institute  for  the  History  of  Medicine  and  the  Section  on  Medical  History 

A.  Michael  Broennle.  M.D. 

Clerk 


Section  on  Otolaryngology 
Ernest  L.  McKenna.  Jr.,  M.D.,  Chairman  Max  L.  Ronis,  M.D.,  Clerk 


Report  of  the  Section 
Scheduled  programs  and  speakers  are  as  follows: 


Program 

November  1 1,  1986 

"Evaluation  and  Surgical  Management  of  Facial  Nerve  Paralysis" 

Stephen  A.  Talain,  M.D. 

Hospital  of  the  University  of  Pennsylvania 

"3-Channel  Lissajous  Trajectory  of  the  Auditory  Brainstem  Response 
William  H.  Martin,  Ph.D. 
Temple  University  Hospital 

"Nasolabial  Flap  Reconstruction  of  the  Anterior  Floor  of  the  Mouth" 
William  A.  Keane,  M.D. 
Pennsylvania  Hospital 

February  10,  1987 

"Photodynamic  Therapy  for  Head,  Neck  and  Lung  Tumors" 
Rose  Mohr,  M.D. 
Temple  University 

"Endolymphatic  Surgery  for  Meniere's  Syndrome" 
Diran  O.  Mikaelian,  M.D. 
Temple  University  Hospital 

"Sinus  Mucocele  Surgery  —  the  Kaspar  Approach" 
Martin  Brennan,  M.D. 
Mercy-Catholic  Medical  Center 
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April  21,  1987 

"Intraoperative  Monitoring  of  Sensory-Evoked  Responses" 

Daniel  M  Schwartz.  Ph.D. 

Hospital  of  the  University  of  Pennsylvania 

"Atypical  Vascular  Causes  of  Vertigo" 

J  David  Cunningham,  M.I). 

Bryn  Mawr  and  Lankenau  Hospitals 

To  be  Announced 
David  Zwillenberg,  M.D 
Thomas  Jefferson  University 

Max  L.  Ronis,  M.D. 
Clerk 


Medicine  and  Society 

Organizing  Committee 
Raymond  Q  Seyler.  M  l)  ,  Chairman 
George  I  Blumstein,  M  I)  William  L.  Kissick.  M  l),  Dr.  PH. 


Program 
"Health  Care:  Theirs  and  Ours" 

October  7,  1986 

"  The  United  Kingdom 

William  L.  Kissick,  M.D.,  Dr.  P.H. 

George  Seckel  Pepper 

Professor  of  Public  Health  and  Preventive  Medicine 

School  of  Medicine 

Professor  of  Health  Care  Systems 

The  Wharton  School 

University  of  Pennsylvania 

October  21,  1986 

"The  People's  Republic  of  China 
John  E.  Fryer,  M.D. 
Professor  of  Psychiatry 

Temple  University  Medical  School  and  Hospital 

November  18,  1986 
"Scandinavia" 
Bernard  S.  Bloom,  Ph.D. 
Research  Associate  Professor 
Department  of  Dental  and  Health  Care  Services 
University  of  Pennsylvania 

December  2,  1986 
"Canada" 

Sidney  S.  Lee,  M.D. 

President,  Milbank  Memorial  Fund 

New  York,  New  York 
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The  Facilities  of  the  College  were  also  regularly  used  hy: 

The  Delaware  Valley  Ophthalmologic^  Society 
The  Delaware  Valley  Society  for  Gastro  Intestinal  Endoscopy 
The  Greater  Philadelphia  Committee  for  Medical-Pharmaceutical 
Science 

The  Obstetrical  Society  of  Philadelphia 
The  Pathology  Society  of  Philadelphia 
The  Philadelphia  Academy  of  Cardiology 
The  Philadelphia  Academy  of  Surgery 
The  Philadelphia  Allergy  Society 
The  Philadelphia  Laryngological  Society 
The  Philadelphia  Neurological  Society 
The  Philadelphia  Orthopedic  Society 
The  Philadelphia  Rheumatological  Society 
The  Philadelphia  Roentgen  Ray  Society 
The  Philadelphia  Urological  Society 
The  St.  George  Oral  Cancer  Society 


Reunion  Notice 

A  reunion  of  patients  formerly  treated  for  tuberculosis  at  Saranac  Lake,  NY.  will  be  held  on 
August  20-22  in  that  town.  The  honorary  chair-persons  will  be  Francis  B.  Trudeau,  Jr.,  M.D.. 
Gordon  Meade,  M.D.,  Mrs.  D.  Mott  Chapin  and  Edward  H.  Worthington,  Jr.  Those  interested 
in  attending  will  find  encouragement  by  writing  T.B.  Reunion,  Historic  Saranac  Lake,  Box 
1030,  Saranac  Lake,  NY  (518/891-0971 ). 


Publication  Available 

The  National  Library  of  Medicine  has  just  published  a  short  pamphlet,  A  Biomedical  Index 
to  the  Correspondence  of  Rene  Descartes,  prepared  by  Thomas  S.  Hall.  Single  copies  are 
available  to  scholars  without  charge.  Address  requests  to:  Chief,  History  of  Medicine  Division, 
National  Library  of  Medicine,  8600  Rockville  Pike,  Bethesda,  Maryland  20894,  U.S.A. 
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In  the  fall  of  1982  a  group  within  The  College  favored  informing 
the  laity  of  the  momentous  changes  occurring  in  the  practice  of 
medicine.  A  grant  was  obtained  from  the  Myer  H.  Goldman  Founda- 
tion to  finance  a  series  of  lectures  under  the  general  theme  of  Medicine 
and  Society  to  consider  these  changes  and  mechanisms  financing  them. 
Under  the  aegis  of  the  Committee  on  Public  Health  and  Preventive 
Medicine,  a  program  entitled  "Preparing  for  Retirement"  was  pre- 
sented in  October  1983-  A  second  offering  on  Executive  Health  was 
given  in  the  spring  of  1984. 

The  following  summer  an  ad  hoc  committee  was  formed  to  develop 
and  administer  a  series  of  programs.  Five  programs  of  four  lectures 
each,  under  the  overall  provocative  titles  of  "The  Aging  Process"; 
"Consumer  Involvement  in  Health  Affairs";  "Medical  Dilemmas  and 
Consumer  Choice";  "Changing  Lifestyles";  and  "Health  Care — Theirs 
and  Ours"  were  presented.  The  series  has  been  noted  for  the  high 
caliber  of  the  speakers  and  for  the  manner  in  which  the  material  was 
delivered. 

This  issue  of  Transactions  &  Studies  publishes  three  of  the  disser- 
tations presented  at  the  fifth  and  last  program,  which  compared  our 
health  care  system  with  those  of  other  countries,  including  the  United 
Kingdom,  Scandinavia  and  Canada. 

Public  lectures,  particularly  on  disease  entities,  have  proliferated 
and  are  now  being  sponsored  by  hospitals,  medical  schools  and  even 
by  individual  or  groups  of  specialists,  calling  attention  to  the  special- 
ized facilities  of  these  groups  and  the  conditions  being  treated.  The 
purpose  of  the  College  was  to  inform  the  general  public  of  some  of 
the  broad  issues  of  health  affairs  that  are  going  to  affect  them.  Our 
series  has  concluded  coincidentally  with  the  launching  of  the  Bicen- 
tennial celebration  of  the  College.  What  can  we  expect  of  the  Third 
Century?  There  is  a  sense  of  determination  and  resolve  among  the 
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leadership  to  participate  and  help  guide  policies  that  will  influence 
every  dimension  of  health  care.  The  physician-patient  relationship  is 
indeed  a  sacred  trust.  The  College  has  sought  to  contribute  to  a 
broader  and  more  sympathetic  relationship  between  physicians  and 
the  public. 

Raymond  Q.  Seyler,  M.I).,  Chairman 
George  I  Blumstein,  M.D. 
William  L.  Kissick,  M.D.,  Dr.P.H. 
19  South  22nd  Street 
Philadelphia.  PA  19103 
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During  a  sabbatical  year  in  the  United  Kingdom  as  a  Visiting  Profes- 
sor at  Guy's  Hospital  Medical  School  and  the  London  School  of  Eco- 
nomics and  Political  Science,  I  found  myself  learning  a  great  deal 
about  the  way  we  do  things  as  seen  through  the  eyes  of  my  English, 
and  to  a  lesser  degree,  Scottish  and  Welsh  colleagues.  Although  it 
would  be  preferable  to  ask  one  of  them  to  describe  the  American 
health  care  enterprise  as  they  see  it,  I  have  elected  to  report  on  the 
similarities  and  dissimilarities  between  the  health  care  systems  in  our 
respective  societies  in  order  to  "see  ourselves  as  others  see  us." 

Comparisons 

There  are  several  ways  to  tell  the  story  of  the  similarities  and  con- 
trasts between  the  health  care  systems  of  the  United  Kingdom  and 
the  United  States.  Let's  begin  with  nine  selected  generalizations  by 
way  of  introduction  to  our  two  systems. 

1 .  Mode  of  Practice 

In  our  society  approximately  two  thirds  of  physicians  are  medical 
specialists.  In  the  United  Kingdom  the  reciprocal  is  true,  with  the 
majority  in  general  practice. 

2.  Compensation 

The  predominant  mechanism  for  paying  physicians  in  the  United 
States  is  fee-for-service.  In  the  United  Kingdom  specialists  are  com- 
pensated on  salaries  budgeted  through  hospitals  where  they  have 
consultant  appointments;  general  practitioners  receive  practice  allow- 
ances (salary  subsidies),  capitation  payments  per  enrollee  per  month 
(for  a  total  of  60  percent  of  annual  income),  and  fees  for  priority 
services  —  for  example,  family  planning,  cancer  screening,  and  im- 
munizations. 

3-  Access  to  Medical  Care 

General  practitioners  in  the  British  National  Health  Service  are 
responsible  for  defined  populations  of  patients  enrolled  on  their  panels 


Adapted  from  an  address  for  the  Medicine  and  Society  Lecture  Series,  "Health  Care:  Theirs 
and  Ours,  ''  at  the  College  of  Physicians  of  Philadelphia  on  October  7,  1986. 
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of  approximately  2,300.  Access  to  specialists  is  by  general  practi- 
tioner referral.  In  the  United  States  one  has  virtually  random  access 
to  any  generalist  or  specialist  physician. 

4.  Physician  Practice 

Solo  practice  predominates  in  the  United  States  with  increasing 
HMO,  PPO,  and  hospital  physician  joint  ventures.  Although  less  struc- 
tured, there  are  many  similarities  in  the  United  Kingdom,  with  most 
practitioners,  until  recently,  being  primarily  in  solo  practice;  small 
(two  or  three)  physician  partnerships  are  on  the  increase.  Specialists 
occupy  salaried  posts  in  hospitals. 

5.  Institutional  Patterns 

The  United  States  has  traditionally  favored  community  hospitals 
with  a  recent  emergence  of  multi-hospital  systems  both  voluntary  and 
investor-owned.  In  the  United  Kingdom,  the  mechanism  for  distrib- 
uting resources  is  governmentally  operated  hospitals  on  a  regional 
basis. 

6.  Goals  and  Objectives 

The  strategy  in  the  United  Kingdom  is  one  of  access,  equity  and 
community  orientation.  The  American  health  care  system  encourages 
institutional  quality  to  provide  the  best  for  those  who  gain  access. 

7.  Source  of  Health  Care  Dollars 

Despite  recent  expansion  in  the  privatization  of  health  care  in  the 
United  Kingdom,  almost  90  percent  of  the  health  care  dollar  comes 
from  general  revenues,  and  the  remainder  from  voluntary  insurance 
or  out-of-pocket.  In  the  United  States,  42  percent  is  from  government, 
28  percent  from  third  party,  and  30  percent  out-of-pocket. 

8.  Resource  Consumption 

The  United  States  spends  approximately  twice  as  much  of  its  Gross 
National  Product  (10.7  percent)  as  does  the  United  Kingdom  (6.2 
percent). 

9.  Health  Status 

By  current  measures  of  longevity,  age  specific  mortality  rates  and 
functional  capacity,  the  health  status  of  the  two  societies  is  virtually 
identical. 

Oscar  Wilde  wrote,  "England  and  America  are  two  vast  countries 
separated  by  a  common  language."  After  a  year  of  learning  the  language 
in  the  United  Kingdom  as  well  as  studying  their  history,  culture,  and 
social  institutions  (particularly  the  health  care  system),  I  have  con- 
cluded that  the  language  is  probably  the  thing  we  have  most  in  com- 
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mon.  Though  our  biomedical  and  technological  foundations  are  identical, 
the  social,  cultural,  economic  and  political  institutions  that  shape  our 
approach  to  medical  care  are  quite  dissimilar. 

Population 

The  population  of  the  United  States  ( 238  million )  is  more  than  four 
times  that  of  the  United  Kingdom  (56  million  ).  Density  of  population 
in  the  U.S.  is  66  persons  per  square  mile;  in  the  United  Kingdom  the 
figure  is  599.  Ten  of  our  states  have  a  larger  area  than  the  entire  United 
Kingdom. 

The  United  Kingdom's  56  million  people  would  fit  rather  snugly 
into  Oregon,  our  tenth  largest  state,  whose  population  is  2.6  million. 
The  25  percent  of  the  population  residing  in  London  in  the  south  of 
England  can  reach  their  Edinburgh  cousins  in  Scotland  in  approxi- 
mately six  hours  by  high-speed  train. 

In  his  book,  The  Hidden  Dimension,  Edmund  Hall,  an  anthropolo- 
gist, analyzes  variations  in  perception  of  space  among  people  and  the 
impact  of  that  mindset  on  behavior.  Americans  and  Englishmen  have 
been  raised  in  different  geographic  and  population  milieus.  Concepts 
of  discipline,  authority,  movement  and  opportunity  are  undoubtedly 
derivative. 

Most  planners  would  find  less  difficulty  in  conceptualizing  a  National 
Health  Service  for  Oregon  or  New  England  and  the  adjacent  third  of 
New  York  than  for  fifty  states  whose  borders,  not  counting  Alaska  and 
Hawaii,  stretch  from  the  Atlantic  Ocean  to  the  Pacific.  One  large 
Veterans  Administration  for  the  vast  structure  of  the  United  States 
seems  formidable,  if  not  impossible.  Among  other  things,  the  geo- 
graphic scale  in  the  United  Kingdom  permits  the  National  Health 
Service  to  employ  rail  and  road  as  well  as  other  means  of  travel  for 
whatever  purpose  they  wish  to  pursue.  No  more  than  four  regional 
head  trauma  centers  concentrate  the  highly  specialized  resources  for 
these  injuries. 

The  Lessons  of  History 

A  tourist  in  London  soon  recognizes  its  pervasive  pageantry  that 
reflects  the  nation's  history.  The  National  Health  Service  has  been 
shaped  by  that  history;  perhaps  in  no  area  is  the  contrast  between  our 
societies  more  dramatic.  Prince  William,  the  elder  son  of  Prince  Charles 
and  Lady  Diana,  can  trace  his  ancestry  to  the  ninth  century,  700  years 
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before  Columbus.  The  monarchy  is  in  its  1,200th  year,  roughly  three 
times  the  interval  since  the  passengers  on  the  Mayflower  landed  on 
Plymouth  Rock.  The  contrast  in  the  history  of  health  care  is  illustrated 
by  St.  Bartholomew's  Hospital,  founded  in  London  in  1270,  and  the 
Pennsylvania  Hospital,  organized  by  Benjamin  Franklin  as  the  first 
hospital  in  the  Colonies  in  1751.  These  are  mere  samples  of  accumu- 
lated precedents  in  our  two  societies,  which,  like  great  glaciers,  im- 
perceptibly shape  the  character  of  our  institutions. 

When  I  first  visited  the  Gallery  of  the  United  States  Senate,  a  col- 
league pointed  out  Senator  Carl  Hayden  on  the  floor.  He  was  Chair- 
man of  the  Appropriations  Committee,  one  of  the  most  powerful 
positions  in  the  legislative  branch  of  our  government,  and  had  been 
elected  to  his  first  term  in  the  House  of  Representatives  in  1912,  the 
year  Arizona  was  admitted  to  the  Union.  At  the  time  he  had  been 
serving  as  Sheriff  of  Maracopa  County  and  was  sworn  in  with  his  six- 
gun  strapped  to  his  side.  Only  then  did  I  really  appreciate  the  fact  that 
our  western  frontier  had  not  closed  until  the  1890s. 

What  does  all  this  suggest?  History  records  a  tradition,  expectation 
and  norms  for  behavior.  The  differences  discussed  below  reflect  a 
tradition  that  has  evolved  historically  over  centuries.  Perhaps  the  most 
important  for  the  National  Health  Service  as  well  as  the  American 
Health  Care  Enterprise  are  the  patterns  of  expectation  among  people 
in  their  relations  with  one  another. 

Tradition 

The  role  of  social  class  in  the  United  Kingdom  contributes  to  both 
structure  and  discipline.  Recent  colonial  immigration  notwithstand- 
ing, the  English  are  predominantly  Anglo-Saxon.  Their  values  and 
expectations  are  much  more  predictable  than  those  resulting  from  the 
melting  pot  in  our  society  with  its  cultural  heterogeneity  and  disparate 
values. 

We  in  the  United  States  treasure  our  society  for  its  diversity.  We 
value  social  mobility;  all  boys  or  girls,  no  matter  how  humble  their 
origins,  can  aspire  to  the  White  House.  There  is  no  question  in  the 
United  Kingdom  as  to  who  is  going  to  live  in  Buckingham  Palace. 
Royalty,  nobility,  Oxbridge  elitism  and  fairly  firm  class  structure  con- 
trast with  the  ideal,  at  least  of  opportunity,  in  the  United  States. 

The  pluralism  in  our  society  is  reflected  in  the  American  Constitu- 
tion and  its  deliberate  separation  of  powers  among  the  executive, 
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legislative  and  judiciary.  The  United  Kingdom,  with  a  parliamentary 
form  of  government,  combines  executive  and  legislative;  the  body  that 
drafts  and  proposes  legislation  has  majority  control  of  the  Parliament 
that  enacts  it.  The  laws  are  implemented  by  a  strong  civil  service 
representing  continuity  among  governments  that  stand  in  opposition. 
The  potential  for  enacting,  revising  and  implementing  rests  with  an 
advantage  for  the  parliamentary  government.  One  need  only  view 
some  health  initiatives  drafted  between  Congress  and  the  Administra- 
tion over  the  years  to  see  the  problems  with  management  of  large, 
complex  systems. 

Authority  is  consulted  and  respected  in  the  United  Kingdom.  In  our 
society,  freedom  of  choice  is  the  priority.  The  individual  is  encouraged 
to  seek  out  options  and  select  from  among  them.  This  is  not  necessarily 
to  argue  that  authority  is  lacking  in  our  society,  but  only  that  it  does 
not  have  the  same  dimensions  as  in  the  United  Kingdom. 

When  a  British  general  practitioner  sees  a  patient,  reaches  a  prelim- 
inary conclusion,  prescribes  and  requests  the  patient  to  return  in  ten 
days,  the  probabilities  are  very  high  that  the  patient  will  do  as  in- 
structed, take  the  medicine  and  return  in  ten  days.  The  American 
counterpart  might  well  seek  a  second  or  yet  a  third  opinion  and  never 
be  seen  again.  The  authority  of  the  physician  is  fundamental  in  the 
National  Health  Service. 

During  my  sabbatical  I  often  walked  from  our  home  in  Chelsea  to 
the  London  School  of  Economics.  Proceeding  up  the  King's  Road  one 
morning,  my  attention  was  caught  by  a  bus  stop.  I  noticed  that  people 
were  standing  in  an  orderly  line  reading  newspapers  or  magazines  and 
occasionally  chatting.  When  the  bus  arrived,  passengers  would  disem- 
bark and  others  would  begin  to  board  from  the  front  of  the  line. 

At  that  point  I  paused  to  reflect  on  a  similar  scene  in  Philadelphia 
at  the  corner  of  13th  and  Market  Streets.  From  recollection  I  per- 
ceived a  mass  of  would-be  bus  riders  milling  cheek  on  jowl  while 
waiting  for  the  bus.  Its  arrival  and  the  opening  of  the  doors  would 
result  in  a  feverish  struggle  for  priority. 

In  the  United  Kingdom  each  individual  respects  another's  place  in 
the  queue  just  as  he  expects  his  place  to  be  respected.  In  my  opinion 
the  tradition  of  the  queue  is  fundamental  to  the  National  Health 
Service.  If  the  British  stopped  queuing,  the  NHS  would  collapse. 
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National  Health  Service  Act 

The  National  Health  Service  Act,  passed  by  Parliament  in  1946,  had 
its  origin  in  World  War  II.  A  determination  by  the  British  people  to 
pull  together  in  response  to  their  personal  suffering  during  that  con- 
flict was  expressed  in  many  social  programs.  Health  care  was  nation- 
alized as  one  of  many  industries.  After  almost  four  decades  the  British 
National  Health  Service  remains  one  of  the  most  popular  programs  in 
the  entire  society.  That  is  not  to  say  that  there  aren't  shortcomings, 
frustrations  and  complaints  on  the  part  of  patients  and  physicians  alike, 
but  the  electorate  strongly  supports  the  NHS. 

How  to  go  about  designing  and  implementing  the  program? 

The  British  National  Health  Service  Act  called  for  the  Minister  of 
Health  "to  promote  the  establishment  in  Great  Britain  of  a  compre- 
hensive health  service."  The  characteristics  of  the  society,  together 
with  the  historical  precedents  they  reflect,  suggested  ways  in  which 
the  Minister  of  Health  could  go  about  the  establishment  of  such  a 
thing.  The  organization  launched  on  July  5,  1948,  functioned  with 
only  minor  revisions  for  twenty-six  years.  (Fig.  1 ) 
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Figure  1.  The  NHS  Structure,  1948-1974.  Source:  The  NHS  Reorganization.  Office 
of  Health  Economics.  London  1974. 
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Three  units  were  directly  responsible  to  the  Department  of  Health 
and  Social  Security  for  the  provision  of  health  services. 

1.  The  general  practitioner  services. 

2.  The  hospital  and  consultant  services. 

3.  Community  health  services. 

They  are  not  unlike  the  health  and  medical  services  available  in  the 
United  States  but  with  certain  dramatic  differences  in  organization. 

The  hospital  services  were  organized  as  fifteen  Regional  Hospital 
Boards  and  their  derivative  Hospital  Management  Committees.  All 
hospitals  were  nationalized.  Many  were  already  public  institutions. 
Voluntary  hospitals  were  suffering  from  severe  capital  problems,  as 
they  had  virtually  no  infusion  of  financial  resources  during  the  De- 
pression or  World  War  II.  In  a  compromise  with  the  government 
thirty-six  Teaching  Hospital  Boards  remained  separate  rather  than 
under  the  control  of  Regional  Hospital  Boards.  Several  of  these  were 
permitted  to  keep  existing  endowments. 

Traditionally  in  the  United  Kingdom  specialists  occupied  staff  po- 
sitions on  hospitals  and  these  were  maintained.  Further,  in  a  compro- 
mise between  government  and  the  specialties  societies,  the  consultants 
were  permitted  to  choose  a  contract  with  the  Regional  Hospital  Boards 
or  Teaching  Hospital  Boards  for  from  five  half  days  to  eleven  half  days 
of  salaried  employment.  This  was  particularly  attractive  to  London 
consultants  who  maintained  a  part-time  private  consulting  practice  in 
places  such  as  Harley  Street.  Most  of  my  academic  colleagues  during 
my  sabbatical  had  signed  contracts  for  nine  half  days  with  the  National 
Health  Service  while  retaining  two  half  days  per  week  for  private 
consulting.  Specialists  were  permitted  to  admit  private  patients  to  pay 
beds  in  the  teaching  hospitals  they  served  on  contract.  This  arrange- 
ment could  be  construed  as  comparable  to  arrangements  with  full- 
time  academic  physicians  in  the  United  States  who  are  permitted  to 
keep  a  portion  of  the  fees  they  collect  for  treating  patients  as  part  of 
their  teaching  and  research  responsibilities.  Regionalization  is  the 
main  dimension  of  this  approach  to  organization,  in  which  there  was 
an  effort  to  establish  relationships  between  what  we  would  call  com- 
munity hospitals  and  the  referral  or  tertiary  institutions. 

In  organizing  the  general  practitioner  service,  the  National  Health 
Service  drew  on  a  precedent  established  during  the  administration  of 
Lloyd  George  in  1911  in  which  workers  were  covered  for  physicians' 
services  by  a  capitation  payment.  The  Executive  Councils  (Fig.  1) 
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were  the  vehicles  for  distributing  capitation  payments  to  general  prac- 
titioners for  patients  enrolled  on  their  panels  as  well  as  payment  for 
dental,  optometric  and  pharmaceutical  services.  Over  the  years  the 
payment  mechanisms  have  been  modified  to  comprise  practice  allow 
ances  or  salary  subsidies,  capitation  payments  accounting  for  60  per- 
cent of  a  general  practitioner  s  income,  and  the  fees  for  priority  sen  ices 
such  as  family  planning,  cancer  screening,  immunization  and  home 
visits  for  the  elderly. 

Perhaps  most  importantly  the  NHS  maintains  health  services  on  a 
gatekeeper  function  by  the  general  practitioner,  who  controls  access 
to  hospital-based  consultants.  These  general  practitioners  character- 
istically function  in  solo  practice  in  offices  or  surgeries  frequently 
situated  in  their  homes.  Over  the  years  the  Department  of  Health  and 
Social  Security  has  made  an  effort  to  develop  group  practice  at  health 
centers  with  incentives  for  general  practitioners  to  relocate  their  prac- 
tices in  these  community  facilities. 

These  group  practices  and  health  centers  also  help  to  establish  a 
link  between  primary  care  service  and  local  health  authorities  or 
public  health  services  as  we  know  them.  These  latter  incorporate 
maternal  and  child  health  care,  health  visitors  (public  health  nurses 
with  social  work  training),  community  nursing  and  midwifery,  school 
health  programs  and  other  preventive  and  follow-up  services.  The 
Local  Health  Authorities  (Fig.  1 ),  as  organized  in  1948,  are  comparable 
to  local  public  health  services  organized  at  the  community,  municipal 
or  county  level  in  our  society.  The  variation  in  our  communities  is 
much  more  notable  than  that  found  in  the  National  Health  Service. 

The  reader  familiar  with  the  organization  of  health  services  in  the 
United  States,  with  its  extraordinary  diversity  and  flexibility,  can  find 
a  number  of  deficiencies  or  concerns  with  the  structure  illustrated  in 
Figure  1.  Indeed,  the  Department  of  Health  and  Social  Security  iden- 
tified a  number  of  shortcomings.  Foremost  among  the  concerns  were 
the  difficulties  in  coordinating  the  three  components  of  primary  care, 
specialist  and  hospital  services,  and  community  health  services.  Ac- 
cordingly, a  study  was  undertaken  in  1970  to  determine  organizational 
initiatives  that  would  improve  the  provision  of  health  services.  This 
was  a  consumer-centered  inquiry  that  began  with  a  documentation  of 
what  the  NHS  called  "main  health  care  groups"  and  we  in  the  contem- 
porary American  health  care  system  would  call  "market  segments." 
The  purpose  was  to  define  priority  in  terms  of  the  health  needs  of  the 
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society.  Seven  population  groups  were  given  priority  as  indicated  in 
f  igure  2. 

One  would  note  that  the  listing  began  with  physically  and  severely 
mentally  handicapped  children.  The  second  category  included  se- 
verely or  appreciably  handicapped  adults  living  in  the  community, 
some  over  the  age  of  65.  The  third  category  included  the  7.5  million 
people  in  the  population  over  65  years  of  age. 


Th^r»        nvAr  100  000  nhvsleallv  handlcaooed  children  And 
50,000  severaly  mentally  handicapped  children. 

b) 

There  are  over  1,100,000  severely  or  appreciably  physically  handi- 
capped adults  living  In  the  community.  Two-thirds  (750,000  plus) 
are  women  and  a  similar  proportion  (725,000  plus)  are  over  65. 

c) 

Of  Britain's  7.5  million  people  aged  over  65,  over  a  third  of  a 
million  are  in  hospitals  or  old  people's  homes.  At  least  a  quarter 
of  a  million  require  domiciliary  care. 

d) 

There  are  around  140,000  severely  mentally  handicapped  people, 
over  40,000  of  whom  are  in  subnorroality  hospitals.  So  are  20,000 
mildly  retarded  people. 

e) 

Over  half  a  million  people  in  Britain  are  suffering  from  a  diagnosed 
mental  illness.  At  any  one  time  about  125,000  are  in  hospital. 

0 

Of  the  roughly  6  million  hospital  inpatient  attendances  each  year 
over  two-thirds  receive  acute  medical  or  surgical  care .  But  by 
contrast,  two-thirds  of  the  hospital  beds  occupied  at  any  one  time 
are  devoid  to  the  care  of  the  chronically  ill,  the  elderly  and  the 
mentally  ill  or  handicapped. 

9) 

Britain's  25,000  general  practitioners  are  consulted  by  patients  about 
4  times  per  average  patient  per  year,  that  Is  about  30  times  per 
doctor  per  day.  This  amounts  to  over  220,000,000  consultations  In 
each  year.  Women  consult  their  GPs  roughly  50  percent  more  of  ton 
than  do  men. 

Figure  2.  Main  Health  Care  Groups  in  Britain  as  a  Whole.  Sources:  Social  Trends, 
Annual  Abstract  1973,  Handicapped  and  Impaired  in  Britain  1971,  Health  and  Per- 
sonal Social  Service  Statistics  for  England  1973,  Her  Majesty's  Stationery  Office, 
London. 


One  of  the  first  decisions  acknowledged  that  a  population  base  of 
55  million  was  too  large  for  effective  program  planning  and  develop- 
ment of  health  services.  Accordingly,  a  manageable  scale  of  250,000 
people  was  selected  as  an  appropriate  population  base.  During  fre- 
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qucnt  contact  and  communication  with  colleagues  in  the  United  King- 
dom over  the  past  decade,  I  have  been  unable  to  ascertain  the  rationale 
for  selection  of  a  district  of  250,000  population.  I  would  note  that  this 
population  provides  the  panels  of  100  general  practitioners.  That 
appears  rather  modest  when  one  stops  to  realize  that  the  Southern 
California  Kaiser  Permanente  Medical  Group  is  a  partnership  of  1,700 
physicians.  Two  hundred  and  fifty  thousand  people  also  require  ap- 
proximately 1,000  hospital  beds,  which  could  be  readily  represented 
by  one  tertiary  care  teaching  hospital  or  secondary  hospital  and  sev- 
eral feeder  community  hospitals. 

The  planners  looked  at  the  population  at  risk  of  250,000  and  noted 
that  there  were  60,000  children  in  an  average  district,  of  whom  500 
would  be  physically  handicapped  and  200  severely  mentally  handi- 
capped. Thirty-five  thousand  people  would  be  aged  over  65  years,  and 
4,500  of  them  would  be  appreciably  physically  or  mentally  handi- 
capped. About  800  would  be  in  a  hospital,  with  a  similar  number  in 
nursing  homes  and  a  further  1,000  requiring  domiciliary  care. 

The  reorganization  of  the  National  Health  Service  began  in  1974 
(Fig.  3)  and  represented  a  management  restructuring  on  an  almost 
unprecedented  scale.  Every  executive  post  was  declared  vacant,  and 
applications  were  solicited  for  appointment  or  reappointment. 
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Figure  J.  Regionalized  National  Health  Service  (England)  1974-1982.  Source: 
"Management  Arrangements  for  the  Reorganized  National  Health  Service."  HMSO 
1972,  as  presented  in  The  NHS  Reorganization.  Office  of  Health  Economics,  Lon- 
don, 1974. 
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In  every  reorganization,  one  attempts  to  build  on  precedent.  Such 
was  the  ease  with  the  National  Health  Service.  Regional  Hospital 
Boards,  fifteen  in  number,  became  fifteen  Regional  Health  Authorities. 
District  Management  Teams  were  organized  to  plan  and  implement 
the  medical  and  health  services  for  populations  of  approximately 
250,000.  These  District  Management  Teams  included  district  admin- 
istrators, district  nurses,  district  financial  officers  and  district  com- 
munity physicians.  These  positions  had  counterparts  at  the  Area  and 
the  Region. 

Districts  were  at  the  front  line  for  the  delivery  of  care.  Regions 
focused  on  allocation  of  resources  and  strategic  planning.  The  Area 
Health  Authority,  some  eighty-eight  in  number,  was  created  to  link 
with  local  authorities,  comparable  to  county  government  in  our  soci- 
ety. This  was  deemed  important,  as  medical  and  social  services  had  to 
be  coordinated  effectively  in  order  to  provide  health  services  for  the 
elderly  and  the  handicapped.  Community  Health  Councils  were  cre- 
ated to  evaluate  performance  of  the  Area  Health  Authorities  and  Dis- 
trict Management  Teams.  This  was  precedent-breaking  in  many  ways, 
as  it  introduced  consumer  hegemony  over  professional  authority  and 
challenged  in  many  ways  the  reorganization  of  the  British  National 
Health  Service  circa  1948.  To  complete  an  explanation  of  the  diagram, 
Joint  Consultative  Committees  are  a  professional  coordination  be- 
tween county  government,  local  government  and  Area  Health  Au- 
thorities. Family  Practitioners  Committee  continued  the  Executive 
Councils  concept  with  interaction  at  the  Area  Health  Authority  level. 
Medical  Advisory  Committees  at  the  District,  Area  and  Regional  level 
complete  the  organizational  schema. 

For  a  student  of  corporate  organizational  charts  in  the  United  States, 
this  is  not  particularly  intimidating.  Actually,  compared  to  the  man- 
agement structure  of  the  Veterans  Administration,  it  is  not  that  com- 
plex at  all.  To  physicians  and  other  health  professionals,  however,  it  is 
mind  boggling.  One  must  note  that  the  schema  was  developed  by  an 
American  management  consulting  firm  and  could  be  construed  as 
retaliation  for  the  burning  of  the  White  House  by  the  British  during 
the  War  of  1812. 

It  didn't  take  long  for  the  Department  of  Health  and  Social  Security 
to  find  this  organizational  schema  inordinately  cumbersome.  The 
shortcomings  were  demonstrated  to  me  by  a  planner  in  one  of  the 
Regional  Health  Authorities.  He  showed  me  that  it  was  virtually  im- 
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possible  to  meet  the  required  aims  in  a  twelve-month  planning  cycle. 
One  was  barely  through  the  cycle  for  Year  1  before  one  was  already 
behind  the  process  for  Year  2.  There  appeared  to  be  too  many  layers 
in  the  organization.  But  which  layer(s)  could  be  eliminated? 

I  encountered  strong  arguments  for  the  essential  requirements  for 
Region,  Area  and  District.  The  argument  for  fifteen  Regions  supervis- 
ing 208  Districts,  with  some  mergers  of  the  latter,  gained  general 
acceptance,  so  a  decision  was  made  to  merge  the  Districts  with  Areas, 
leading  to  the  current  organizational  scheme,  adopted  in  1981.  Com- 
paring this  with  the  original  organization  of  1948,  the  principal  de- 
velopment has  been  the  effort  to  coordinate  all  constituents  of 
comprehensive  health  services  at  the  local  (District  Health  Authori- 
ties) level.  (Fig.  4) 
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Figure  4.  Organization  of  the  National  Health  Service  1982- 


Comments 

The  British  National  Health  Service  was  enacted  in  1946,  the  same 
year  that  the  Hospital  Survey  and  Construction  Act  (the  Hill-Burton 
Program)  was  enacted  by  the  United  States  Congress.  Appropriations 
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to  the  National  Institutes  of  Health  signaled  support  for  scientific 
research  in  the  1950s.  While  the  British  sought  equity  in  health  care 
for  their  society,  we  undertook  to  expand  the  development  of  hospitals 
and  biomedical  knowledge.  The  two  societies  have  pursued  different 
courses  for  the  past  four  decades.  In  each  the  approach  appears  to 
have  reflected  the  needs  of  the  society.  Neither  system  would  work 
in  the  culture  of  the  other.  At  the  same  time,  there  are  lessons  to  be 
learned.  The  American  health  care  enterprise  can  benefit  from  an 
understanding  of  our  British  colleagues. 

One  question,  however,  is  what  can  we  learn  from  their  approach 
to  improve  ours?  The  American  health  care  system  is  not  perfect,  and 
we  can  benefit  from  all  the  help  we  can  get.  Neither  is  the  National 
Health  Service,  and  so  can  they. 

Guaranteed  access  to  health  care  has  apparently  been  achieved  by 
the  National  Health  Service,  perhaps  at  the  cost  of  rationing  certain 
high-tech  services.  In  contrast,  we  do  not  ration,  but  37  million  Amer- 
icans do  not  have  health  care  because  of  the  lack  of  third-party  insur- 
ance, Medicare,  Medicaid,  or  an  ability  to  pay.  This  is  an  issue  of  social 
priority  to  be  addressed  in  the  political  arena.  One  may  ask  how  our 
society  would  provide  health  care  for  all  with  6.2  percent  of  Gross 
National  Product.  Cost  is  paid  in  waiting  time  for  elective  procedures 
in  the  U.K.,  but  in  that  culture  the  predominance  of  the  queue  makes 
it  politically  acceptable. 

In  the  United  Kingdom  every  citizen  can  enroll  on  the  panel  of  a 
general  practitioner  to  whom  he  can  turn  on  a  regular  basis  for  primary 
care.  In  contrast,  the  American  culture  is  to  have  an  internist  for  the 
father,  an  obstetrician/gynecologist  for  the  mother,  a  pediatrician  for 
the  children,  a  family  therapist  for  the  nuclear  family  and  a  gerontol- 
ogist  for  grandma.  As  I  have  contemplated  this,  I  have  often  wondered 
who  convenes  the  team  meetings  when  it  is  appropriate  to  explore  a 
problem  common  to  several  members  of  the  family.  For  the  British 
the  general  practitioner  system  works.  Can  we  achieve  the  same  con- 
tinuity with  the  Health  Maintenance  Organization,  another  approach 
to  managed  care? 

Conclusion 

The  characteristics  of  the  NHS  must  be  understood  within  the 
context  of  the  economic,  political,  social  and  cultural  institutions  of 
the  United  Kingdom.  Notwithstanding  identical  techno-scientific 
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characteristics,  the  differences  in  the  other  features  of  our  societies 
would,  in  my  opinion,  require  certain  preconditions  to  replicate  the 
National  Health  Service  in  the  United  States  if  this  were  desirable. 
Incongruous  as  they  may  appear,  the  following  preconditions  would 
have  to  apply: 

(1)  King  Charles  and  Lady  Diana  reside  in  Washington  at  1600 
Pennsylvania  Avenue. 

(2)  There  are  orderly  queues  at  all  SEPTA  bus  stops  in  Philadelphia. 

( 3 )  The  Archbishop  of  Canterbury,  the  Right  Reverend  Jerry 
Falwell,  leads  prayer  in  state  schools. 

(4)  Fast,  frequent  and  regularly  scheduled  passenger  trains  con- 
nect all  major  cities. 

(5)  The  Chancellor  of  the  Exchequer,  James  Baker,  defends  the 
budget  on  the  floor  of  the  House  ( Representatives,  not  Com- 
mons). 

(6)  CBS  and  NBC  eliminate  commercials  in  exchange  for  govern- 
ment subsidy. 

(7)  Taxicabs  queued  at  Philadelphia  International  Airport  are  clean 
and  well  maintained,  and  their  drivers  know  every  street,  hotel 
and  landmark  in  the  City  of  Brotherly  Love. 

(8)  At  4:00  p.m.  daily  most  of  the  white  collar  and  executive  work 
force  stop  for  tea  and  a  discourse  on  politics,  sports,  religion 
and  the  arts. 

Our  society  may  yet  realize  values,  goals  and  priorities  for  our  health 
care  enterprise,  comparable  to  those  in  the  United  Kingdom,  but 
undoubtedly  by  the  American  way  —  pluralistic  and  pragmatic,  yet, 
we  can  hope,  equally  principled. 
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The  countries  of  Scandinavia  include  Sweden  with  8.4  million  peo- 
ple, Denmark  with  5  million,  Norway  with  4  million,  and  Iceland  with 
less  than  1  million  people.  These  countries  have  similar  cultures, 
heritage  and  language  and  at  various  times  up  to  the  early  twentieth 
century  were  joined  together,  voluntarily  or  unwillingly,  in  differing 
combinations.  Over  the  past  millennium  each  has  been  a  major  actor 
on  the  world  scene.  All  are  high-income  countries  with  well-educated 
populations  enjoying  among  the  highest  levels  of  health  in  the  world. 
Each  country  emphasizes  strong  social  welfare  commitments.  For  the 
purposes  of  this  paper,  it  is  fair  to  assume  that  the  similarities  of  these 
countries,  socially,  culturally  and  politically,  and  of  their  medical  care 
systems,  are  such  that  discussing  one  can  also  provide  a  fair  under- 
standing of  the  other  three.  I  chose  to  concentrate  on  the  Swedish 
medical  care  system  for  two  reasons:  first,  it  is  the  one  on  which  the 
most  data  are  available  to  us  in  the  United  States;  and  second,  it  is  the 
Scandinavian  country  in  which  I  have  the  most  professional  experience. 

Background 

By  1850  there  were  already  in  existence  in  Sweden  a  considerable 
number  of  private  voluntary  health  insurance  plans.  Coverage  grew 
rapidly  in  the  late  nineteenth  and  early  twentieth  centuries,  so  that  by 
1935  voluntary  health  insurance  was  available  to  all  individuals  be- 
tween the  ages  of  fifteen  and  fifty;  coverage  under  a  group  meant  that 
there  was  no  age  limitation.  Government  supervision  of  these  private 
health  insurance  funds  was  established  in  1910. 

Even  during  these  early  years  hospitals  were  financed  primarily  by 
general  tax  revenues,  and  the  fees  they  charged  (and  paid  for  by  the 
private  health  insurance  plans)  were  nominal.  Physicians  were  paid 
by  fee-for-service  according  to  a  predetermined  fee  schedule.  Addi- 
tional benefits  were  provided  for  maternity  leave  and  prescription 
pharmaceuticals.  The  entire  voluntary  system  was  financed  mainly  by 
premiums  paid  by  employees;  employers  made  no  contributions  while 
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the  central  government  paid  for  about  20  percent  of  the  cost. 

The  Swedish  medical  care  system  as  it  exists  today  grew  from  this 
long  history  of  private  health  insurance  plans  and  was  introduced  in 
January  1955.  At  that  time  nearly  three  quarters  of  the  population 
were  already  privately  insured  with  about  1,000  sickness  insurance 
funds  in  the  voluntary  system.  All  public  and  private  aspects  were 
incorporated  into  the  newly  organized  system. 

Provisions  of  the  System 

The  basic  goal  of  the  health  care  systems  in  all  the  Scandinavian 
countries  is  to  provide  necessary  health,  medical,  dental  and  social 
services,  within  a  fixed  annual  budget,  to  the  entire  population  to 
improve  or  maintain  health.  This  is  achieved  by  making  available  to 
everyone  essentially  all  services  of  high  quality  with  little  or  no  out- 
of-pocket  expenditure  at  the  time  the  service  is  rendered.  Every  per- 
son in  each  country  is  covered  by  their  national  system.  While  the 
thrust  of  each  system,  as  it  is  in  all  comparable  western  countries,  is 
on  therapeutic  services,  there  is  also  extensive  provision  of  preventive 
medicine,  for  example,  maternal  and  child  health,  and  for  disability 
and  its  rehabilitation,  short-term  sickness  benefits  when  people  are 
out  of  work  owing  to  illness  and  social  services  geared  to  the  elderly 
and  the  handicapped.  Issues  of  primary  care,  dental  care,  environmen- 
tal hazards,  occupational  health  and  community  health  are  also  now 
being  addressed  vigorously  with  new  services  being  organized  and 
existing  ones  expanded. 

The  system  provides  all  hospital,  physician,  nursing  home  and  home 
medical  care  and  often  also  provides,  to  a  greater  or  lesser  extent,  a 
variety  of  what  can  be  termed  "social  care."  These  include  day  care 
centers  for  the  elderly,  reconstruction  of  housing  for  the  handicapped, 
home  nursing,  homemakers  and  the  like.  Additionally,  old-age  and 
disability  pensions  are  under  the  jurisdiction  of  the  national  health 
system,  bringing  together  health,  medical  and  social  security  under  a 
single  sponsorship. 

Organization 

In  each  of  these  countries  medical  care  is  a  system  that  provides 
services  and  is  not  a  health  insurance  program  that  pays  or  reimburses 
after  medical  services  are  provided.  In  most  countries  with  highly 
organized  health  care  or  health  insurance  systems  it  is  the  responsi- 


106 


The  Health  Cure  Systems  of  the  Scandinavian  Countries 

bility  of  central  government,  but  in  Sweden  medical  care  is  primarily 
the  responsibility  of  the  twenty-six  individual  counties  within  the 
country.  Contrarily,  education,  which  is  a  local  responsibility  in  most 
countries,  is  the  responsibility  of  the  central  government  in  Sweden. 

The  national  government  has  overall  authority  and  responsibility 
for  health  affairs  through  the  Ministry  of  Health  and  Social  Affairs.  It 
is  primarily  responsible  for  broad  national  health  policy.  The  National 
Board  of  Health  and  Welfare  is  the  principal  organization  within  the 
Ministry  responsible  for  broadly  supervising  and  promoting  health  and 
medical  care  services  throughout  the  country.  Implementation  of  na- 
tional policies  and  decision  making  affecting  the  local  area  are  the 
responsibility  of  the  individual  counties.  The  National  Board  of  Health 
and  Welfare  is  also  responsible  for  education  and  training  of  all  medical 
personnel,  the  location  and  construction  of  hospitals  and  health  and 
medical  care  research. 

Every  county  is  responsible  for  nearly  all  health  care  resources 
within  its  geographic  boundaries.  There  is  also  an  emphasis  on  having 
a  population  large  enough  within  a  given  county  to  provide  the  full 
range  of  care  from  primary  to  tertiary.  This  holds  true  for  large  but 
sparsely  populated  counties  such  as  Norrbotten  or  for  more  heavily 
populated  counties  such  as  Stockholm.  There  is  easy  access  for  care 
across  county  boundaries,  especially  if  one  county  has  specialized 
services  not  available  in  another.  For  example,  the  medical  school  at 
Umea  and  its  teaching  hospital  are  responsible  for  serving  the  health 
and  medical  care  needs  of  the  sparsely  populated  northern  third  of 
the  country,  a  region  with  insufficient  population  to  support  its  own 
tertiary  care  complex. 

Physicians,  nurses  and  other  health  services  providers  are  paid  di- 
rectly or  indirectly  by  the  counties  in  which  they  work.  The  elected 
County  Councils  are  responsible  for  all  governance,  including  fiscal 
authority,  of  the  medical  care  system,  just  as  they  are  for  all  other 
political  aspects  of  county  government.  County  Councils  are  elected 
for  a  period  of  three  years  at  the  same  time  as  other  general  and 
municipal  elections.  Their  size  varies  from  about  25  to  150  members, 
based  to  a  large  extent  on  the  size  of  the  population  in  their  county. 

Variations  exist  between  counties  in  the  range  and  type  of  services 
available,  per  service  costs  and  the  amount  of  taxes  raised  to  pay  for 
medical  care.  (Approximately  60  percent  of  the  County  Council  bud- 
get goes  for  medical  care  services. )  There  is  also  a  great  deal  of  local 
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leeway  in  deeiding  the  services  to  be  offered  within  a  county.  Above 
a  minimum  level  required  by  broad  National  Health  and  Welfare  Board 
policy,  individual  counties  can  usually  decide  specific  services  they 
wish  to  provide,  especially  new  services.  For  example,  if  a  hospital  or 
a  physician  in  a  county  wants  to  provide  a  new  service  such  as  cardiac 
catheterization  or  digital  subtraction  angiography,  the  County  Coun- 
cil must  be  convinced  to  make  the  money,  manpower  and  facilities 
available.  Of  course,  the  County  Council  will  also  evaluate  other 
health  care  requests  such  as  for  family  planning  services,  care  for  the 
elderly,  maternal  and  child  health  programs  and  the  like,  and  will 
decide  priorities  for  limited  funds.  At  the  same  time,  if  the  County 
Council  decides  it  wants  any  or  all  of  the  new  services,  it  can  raise 
taxes  or  reduce  other  services  to  fund  the  new  ones.  Needless  to  say, 
increasing  taxes  in  Sweden  is  fraught  with  the  same  political  problems 
as  occur  elsewhere. 

Physician  Organization 

Physicians  and  all  other  health  care  workers  are,  with  few  excep- 
tions, employees  of  the  county;  they  are  hired  and  paid  by  the  county. 
Salary  scales  and  working  conditions,  however,  are  determined  nation- 
ally by  collective  bargaining,  usually  between  government  and  appro- 
priate labor  unions  or  professional  associations.  As  in  all  western 
countries,  the  physician  is  an  independent  practitioner  and  makes 
decisions  based  on  medical  and  other  criteria  without  interference 
from  government  in  the  individual  instance.  Nearly  all  physicians  in 
Sweden,  irrespective  of  the  level  of  care  they  provide,  are  hospital- 
based  and  specialty-trained. 

Physician  services  are  organized  around  individual  hospital  depart- 
ments and  clinics,  much  as  in  the  U.S.,  and  are  physically  located  within 
the  hospital.  Nearly  all  persons,  irrespective  of  income,  use  this  sys- 
tem. Only  during  the  past  few  years  has  Sweden  begun  to  develop  an 
organized  freestanding  community-based  system  in  addition  to  the 
rural  ambulatory  care  clinics,  using  generalist  physicians  to  provide  a 
broad  spectrum  of  adult  and  pediatric  care  directly  to  patients. 

While  physicians  are  allowed  to  practice  fee-for-service,  their  ability 
to  do  so  is  severely  circumscribed  and  the  income  they  make  from  it 
is  heavily  taxed.  Not  surprisingly,  few  physicians  do  any  private  prac- 
tice. Whether  a  large  unmet  demand  for  private  care  and  private 
practitioners  exists  is  hard  to  know.  However,  because  there  is  such 
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an  extensive,  complete  and  highly  organized  system,  and  a  large  num- 
ber of  physicians  per  population,  approximating  that  of  the  U.S.,  access 
to  a  physician  of  choice  within  one's  local  area  is  generally  no  different 
than  it  is  in  the  United  States. 

Financing 

Health  and  medical  care  services  in  Sweden  are  financed  by  com- 
pulsory contributions  dedicated  to  medical  care.  Payments  are  made 
by  all  employees  and  employers  at  the  same  time  as  their  general 
income  tax  obligations.  These  compulsory  contributions  cover  only 
about  10  to  15  percent  of  the  total  county  medical  care  budget.  The 
major  share  comes  from  general  city,  county  and  other  community 
tax  revenues  raised  by  income  taxes,  property  taxes  and  the  like.  The 
remaining  small  amount  comes  from  cost  sharing  such  items  as  phar- 
maceuticals, eyeglasses  and  the  like. 

All  health-related  institutions,  hospitals,  nursing  homes,  day  care 
centers  for  the  elderly,  and  so  forth,  are  financed  by  annual  budgets 
provided  by  the  county.  As  with  most  public  budgets,  those  of  health 
institutions  are  primarily  historically  based;  there  is  usually  a  small 
increase  based  on  inflation  and  other  factors  added  to  the  previous 
year's  budget.  Lastly,  every  patient  pays  the  equivalent  of  $1.00  to 
S2.00  at  the  time  of  service  for  each  ambulatory  visit  to  a  physician. 

Comparative  Figures 

The  objective  of  any  medical  care  system  is  to  have  a  positive 
influence  on  the  health  of  its  population.  If  we  review  data  from  three 


Table  1 

Resources  Available  for  Medical  Care 

United  States  United  Kingdom  Sweden 

Population  (millions)  240  55  8.4 
Birth  Rates/ 1000 

Population                             15.9  14.9  13 
Health  Care  Expenditures 

as%  of  GNP  10.8  6.2  9.5 
Hospital  Beds/ 1000 

Population  (acute)  4.3  2.5  5.8 
Physicians/ 100,000 

Population                            210  140  210 
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comparable  western  countries  with  different  medical  care  systems, 
we  soon  realize  that  similarities  outweigh  existing  differences. 

Table  1  shows  that  the  U.S.  has  nearly  five  times  the  population  of 
the  United  Kingdom  and  thirty  times  that  of  Sweden;  there  are  fewer 
people  in  Sweden  than  in  metropolitan  London  or  New  York  City. 
The  birth  rate  of  each  country  is  low.  The  U.S.  continues  to  spend 
ever-increasing  amounts  of  resources  on  medical  care —  10.8  percent 
of  GNP  in  1985  and  11.2  percent  estimated  for  1986.  The  amount 
spent  in  the  United  Kingdom  has  been  stable  for  some  years  at  about 
6  percent,  while  Sweden  has  actually  reduced  the  percentage  of  gross 
national  product  going  to  medical  care  from  nearly  1 1  percent  in  the 
late  1970s  to  9  5  percent  in  1985. 

Sweden  has  twice  as  many  acute  care  hospital  beds  per  1 ,000  people 
as  the  United  Kingdom  and  one  third  more  than  the  U.S.  All  three 
countries,  though,  are  trying  to  reduce  their  bed  supply.  The  U.S.  and 
Sweden  have  approximately  the  same  number  of  physicians  per  1 00,000 
population.  The  United  Kingdom,  on  the  other  hand,  has  about  one- 
third  fewer  physicians  for  its  population. 


Table  2 

Measures  of  Medical  Care  Use 


United  States 

United  Kingdom 

Sweden 

Life  Expectancy 

76.3 

77.7 

79.0 

Death  Rates/ 1000  Popula- 

tion 

8.5 

8.0 

7.0 

Infant  Mortality/ 1000  Live 

Births 

8.5 

8.0 

6.9 

Hospital  Discharges/ 1000 

Population 

170 

120 

150 

Operation  Rates/ 1000  Pop- 

ulation 

80 

60 

65 

Average  Length  of  Stay 

(days) 

7 

9 

10 

%  of  Population  Visiting  a 

Physician  at  Least  Once 

During  a  Year 

75 

75 

75 

Physicians  Visits/Person/Year 

5.5 

5 

5 

How  do  these  input  measures  relate  to  population  health?  Most 
researchers  acknowledge  that  medical  care  has  little  to  do  with  pop- 
ulation life  or  death  statistics.  Table  2  presents  some  of  the  statistics 
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on  resource  use  and  outcome.  For  example,  life  expectancy  in  Sweden 
is  the  second  highest  in  the  world,  next  to  that  of  Japan,  while  the 
U.S.  has  one  of  the  lowest  life  expectancies  of  western  countries. 
However,  the  differences  in  life  expectancy  at  birth  for  the  countries 
shown  is  less  than  three  years.  Death  rates  also  vary,  being  about  18 
percent  higher  in  the  U.S.  than  in  Sweden.  These  differences  result  in 
large  measure  from  relatively  high  motor  vehicle  accident  rates,  hom- 
icides and  suicides.  Comparable  differences  exist  for  infant  mortality. 
Here,  too,  the  reasons  for  these  differences  are  primarily  social.  None 
of  these  statistics  are  likely  to  be  greatly  influenced  by  medical  care. 

The  rate  of  medical  care  resource  use  varies  considerably  between 
these  countries.  Certainly  in  the  U.S.  we  make  the  greatest  use  of 
medical  care,  particularly  hospital-based  care,  of  the  three  countries. 
The  U.S.  has  about  1 2  percent  more  hospital  discharges  per  population 
than  Sweden  and  about  30  percent  more  than  the  United  Kingdom. 
Operation  rates  show  a  similar  pattern,  with  the  U.S.  having  19  percent 
more  than  Sweden  and  25  percent  more  than  the  United  Kingdom. 
However,  once  a  person  is  hospitalized  in  the  U.S.,  he  or  she  is  in 
hospital  substantially  fewer  days  than  in  either  of  the  other  two  coun- 
tries; in  fact,  30  percent  less  than  in  Sweden.  The  same  portion  of  the 
population  (75  percent)  in  each  country  seeks  physician  care  at  least 
once  during  the  year,  and  the  average  person  visits  the  physician  about 
five  times  annually. 

Unique  Aspects 

More  so  than  in  any  other  western  democratic  country  the  guiding 
principle  of  the  Swedish  medical  care  system  is  that  of  the  rationali- 
zation of  care  and  services  to  meet  denned  population  need.  Rational 
planning  is  stressed,  regionalization  of  services  is  emphasized  and  the 
needs  of  the  population  are  considered  paramount.  Disagreements 
regarding  budgets,  programs,  services  and  the  like  are  resolved  quietly 
and  usually  without  a  great  deal  of  input  from  the  public;  the  County 
Council  makes  the  decisions  within  National  Health  and  Welfare  Board 
guidelines  after  listening  to  all  interested  parties  and  weighing  all 
pertinent  information. 

Conclusion 

The  variation  in  resource  availability  and  use,  here  defined  by  hos- 
pitals and  beds/ 1000,  physicians/ 100,000,  hospital  discharges  and  op- 
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erations/l()()(),  appears  unrelated  to  the  health  in  three  similar  high 
income  western  nations.  Although  there  is  some  variation  in  life  ex- 
pectancies, population  death  rates  and  infant  mortality,  the  differences 
are  not  great.  And  the  underlying  cause  of  these  differences  is  most 
likely  attributable  to  social  and  economic  reasons  rather  than  to  the 
medical  care  system  of  each  country. 

I  am  convinced  that  most  people  reading  this  article  would  feel 
comfortable  receiving  medical  care  in  Sweden.  The  quality  is  probably 
at  least  as  good  as  in  the  United  States.  There  are  fewer  regulations, 
public  discussions  and  concerns  regarding  the  quality  of  medical  care; 
there  is  certainly  substantially  less  litigation.  Physicians  are  trained 
much  as  they  are  in  the  U.S.,  using  many  of  the  same  texts,  techniques 
and  equipment  as  are  used  by  U.S.  practitioners.  Hospitals  look  the 
same  and  physicians  practice  similarly  to  their  U.S.  counterparts.  Swe- 
den mirrors  the  U.S.  in  that  it  makes  all  medical  care  available,  empha- 
sizing, at  least  until  recently  hospital-based  care.  This  is  unlike  the 
United  Kingdom,  where  the  emphasis  is  on  ready  access  to  primary 
care. 

University  of  Pennsylvania 
2L  NEB/420  Service  Drive- 
Philadelphia,  PA  19104-6020 
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No  two  systems  of  health  care  and  finance  are  alike.  Each  country 
develops  its  own  to  suit  its  own  notions  of  equity,  responsibility  and 
expense.  The  health  programs  of  Britain,  China  and  Sweden  that  have 
been  discussed  in  previous  sessions  in  this  series  are  really  quite 
"foreign"  to  most  thought  in  this  country.  In  each  case  the  system  in 
place  fits  the  needs  of  the  country  as  perceived  by  its  government  or 
its  people.  For  example,  the  quite  rigid  separation  of  function  as  be- 
tween generalist  and  specialist  in  Britain  is  quite  different  from  our 
own  high  degree  of  interchangeability.  Government  in  Britain  owns 
almost  all  the  hospitals,  having  acquired  them  from  the  previous  own- 
ers at  the  start  of  the  National  Health  Service  when  they  were  largely 
either  worn  out  or  bombed  out. 

China,  faced  with  mammoth  shortages  of  trained  manpower,  is  building 
its  new  system  from  the  ground  up,  with  barefoot  doctors  as  the  first 
point  of  contact,  especially  in  rural  areas.  Sweden  is  largely  decentral- 
ized as  to  its  tax  base  for  health  services,  with  the  county  as  the  base. 
However,  it  controls  manpower  centrally. 

I  have  been  assigned  the  job  of  telling  you  a  bit  about  differences 
between  the  United  States  and  Canada.  At  one  level  it's  an  easy  task 
and  at  another  level  terribly  difficult,  because  one  should  understand 
the  context  as  well  as  the  substance  of  the  matter.  And  I  must  state, 
as  I  have  reminded  a  whole  generation  of  students  and  other  audi- 
ences, that  my  observations  are  biased  by  my  own  preconceptions  and 
experience,  and  my  opinions  deserve  debate  rather  than  passive 
acceptance. 

Comparisons 

Looking  at  the  United  States  and  Canada,  one  perceives  significant 
similarities  as  well  as  substantial  differences.  Here  are  two  countries, 
among  the  largest  physically  in  the  world.  Each  still  views  itself  as 
somewhat  of  a  frontier  society.  Canada  is  larger  in  land  mass,  but  its 
population  is  about  equivalent  to  that  of  California.  Both  are  immi- 
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grant  societies  with  much  population  growth  owing  to  immigration 
from  all  over  the  world. 

Both  societies  have,  over  time,  seen  substantial  internal  conflict:  in 
Canada  between  the  French  and  English  as  the  predominant  groups, 
and  in  the  U.S.  between  North  and  South  and  between  black  and  white 
populations. 

The  U.S.  broke  away  from  English  domination,  declared  indepen- 
dence in  1776,  fought  a  bloody  war  and  wrote  its  own  Constitution. 
Canada  relinquished  colonial  rule  in  1875  and  became  progressively 
independent  from  England  in  a  relatively  civilized  fashion  over  time. 
After  fifty  years  of  internal  squabbling,  Canada  finally  achieved  a  new 
Constitution  in  1982,  supplementing  and  replacing  the  British  North 
America  Act,  the  last  vestige  of  colonialism. 

While  states'  rights  have  been  an  issue  in  many  political  campaigns 
in  the  U.S.,  there  is  pretty  solid  acceptance  today  of  federal  legislation 
and  federal  policy-setting  as  a  vital  part  of  American  life.  In  contrast, 
Canada  is  a  federation  of  provinces,  with  predominant  powers  in  many 
spheres  held  by  the  individual  provinces  and  much  frustration  of 
federal  initiatives  through  coalitions  of  provinces. 

Each  country  has  a  democratic  form  of  government.  In  the  U.S.  the 
presidential  system  provides  for  a  balancing  of  power  between  the 
executive  and  legislative  branches,  with  a  judicial  branch  maintaining 
the  Constitution  as  a  guiding  force  for  the  country  as  a  whole. 

In  the  U.S.  system,  each  legislative  proposal  attracts  varying  coali- 
tions of  adherents  and  opponents;  party  discipline  is  generally  weak. 
The  President  may  propose,  but  it  is  indeed  Congress  that  disposes, 
and  the  congressional  process  is  complex  and  repetitive.  Conference 
committees  between  the  House  and  the  Senate  emerge  with  compro- 
mises after  the  initial  enactment  of  legislation  by  each.  Then  separate 
legislation  is  introduced  to  provide  for  the  funding  of  programs  and 
must  again  be  subject  to  compromise  after  initial  enactment.  It  is  easy 
to  make  bold  promises  and  terribly  difficult  to  gain  adoption  and 
funding. 

In  contrast,  in  Canada's  parliamentary  system  at  both  federal  and 
provincial  levels,  the  executive  powers  are  held  by  the  elected  mem- 
bers of  the  Parliament.  Cabinet  members  are  appointed  by  the  leader 
of  the  party  in  power  from  among  his  legislative  colleagues.  There  is 
thus  no  separation  of  powers.  Once  a  policy  is  decided  by  the  party 
in  power,  it  will  be  enacted,  and  the  government  may  then  proceed 
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to  implement  it;  the  budget  is  the  government  s  budget  so  long  as  it  is 
in  power.  Of  course,  governments  may  be  formed  by  coalitions  and 
may  be  dismissed  on  the  loss  of  a  vote  of  confidence  or  a  major  policy 
vote. 

There  are  obvious  advantages  and  disadvantages  to  each  of  these 
systems  of  government.  In  the  U.S.  it  is  almost  always  a  compromise 
that  wins  out.  In  Canada  it  is  the  government's  program  that  wins.  But 
in  both  of  these  forms  of  democratic  government,  the  name  of  the 
game  is  the  same  —  for  every  politician  the  watchword  is  "get  re- 
elected." In  the  U.S.  system,  unfortunately,  that  may  require  more 
consideration  of  the  views  of  special-interest  groups  than  in  the  Ca- 
nadian system,  where  adherence  to  party  discipline  is  of  greater 
importance. 

Equity 

Another  major  area  of  difference  between  these  two  countries  is 
less  accessible  to  formal  analysis  but  very  evident  to  anyone  who  has 
lived  in  both  countries:  that  is  the  matter  of  perception  of  equity. 
Both  countries  express  views  about  helping  the  poor,  the  handicapped, 
the  aged  or  others  defined  as  less  well  off  or  less  well  able  to  help 
themselves.  In  the  U.S.,  however,  that  is  the  historical  cornerstone  of 
health  policy.  Since  the  early  days  of  the  republic,  the  U.S.  has  iden- 
tified defined  segments  of  the  population  through  special  legislation 
offering  direct  medical  care,  or  alternatively,  payment  for  medical  care. 
We  started  with  merchant  seamen  in  1796  as  a  nation  of  a  few  states 
along  the  Atlantic  seaboard  heavily  dependent  on  merchant  shipping. 
The  seamen  were  away  from  home  almost  all  the  time  and  were 
exposed  to  considerable  hazard  of  both  disease  and  injury;  that  is  how 
the  U.S.  Public  Health  Service  began.  Over  the  years  since  1796  the 
U.S.  has  added  dozens  of  classes  of  beneficiaries:  veterans,  the  blind, 
families  of  dependent  children,  the  disabled,  the  aged,  and  people  with 
chronic  kidney  disease,  to  name  but  a  few. 

Canada  did  some  of  the  same  for  a  time,  but  beginning  in  1947  in 
Saskatchewan,  and  then  across  Canada,  offered  hospital  and  diagnostic 
services  to  all,  and  subsequently  medical  care  services  to  all.  This  was 
accomplished  through  two  major  pieces  of  federal  legislation  that 
provided  powerful  incentives  to  the  provinces  to  adopt  the  program. 
By  1971,  to  all  intents  and  purposes,  all  Canadian  residents  were 
entitled  to  tax-based  services  equivalent  to  the  broadest  coverage  you 
can  buy  in  the  United  States. 
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The  health  policies  of  these  two  nations  display  two  very  different 
notions  of  equity,  different  forms  of  social  contract  hetween  govern- 
ment and  the  governed.  On  the  one  hand,  in  the  U.S.  we  raise  the 
downtrodden  by  offering  services  or  dollars  to  buy  services.  On  the 
other  hand,  in  Canada,  government  says  that  health  care  is  a  right  for 
everyone  and  finances  it  largely  out  of  a  highly  progressive  income 
tax:  equity  in  Canada  is  for  everyone,  but  those  who  earn  more  pav 
more  in  taxes.  In  the  U.S.,  there  remains  a  population  larger  than  all 
of  Canada  with  no  coverage  from  any  source  —  those  who  are  ineli- 
gible for  Medicare,  Medicaid,  Blue  Cross  or  commercial  insurance. 
They  appear  as  bad  debts  or  unpaid  bills  in  the  nation  s  hospitals  and 
doctors'  offices  —  or  they  do  without. 

Health  policy,  or  human  rights  in  health,  as  I  view  it,  is  a  form  of 
social  contract  between  governments  and  the  governed.  Its  terms  are 
not  always  as  explicit  as  those  that  appear  in  a  contract  to  purchase 
or  sell  goods  or  services.  In  addition  to  reading  the  lines,  one  must 
read  between  the  lines;  what  is  excluded  may  be  as  significant  as  what 
is  included.  One  must,  as  the  noted  economist  Carl  Stevens  has  sug- 
gested, be  aware  of  who  benefits,  what  are  the  benefits,  who  adminis- 
ters and  who  pays  for  such  a  contract.  Here  again,  one  sees  great 
differences  between  the  U.S.  and  Canada. 

Benefits 

Who  benefits  in  the  American  system?  The  beneficiary  classes  in  the 
U.S.  are  well  defined  in  terms  of  age,  social  class,  previous  military 
service,  disease  conditions,  employment  status,  economic  status,  place 
of  residence,  family  structure,  disabilities,  and  so  forth.  By  so  defining 
beneficiaries,  one  leaves  a  residue  of  nonbeneficiaries  and,  of  course, 
the  range  of  benefits  from  class  to  class  of  beneficiaries  varies  substan- 
tially. Not  everyone  is  entitled  to,  and  not  everyone  gets,  the  same 
benefits.  American  health  policy  requires  millions  and  millions  of 
decisions  at  various  points  in  time,  some  at  each  point  of  service.  To 
take  a  single  example,  the  automobile  plant  worker  who  is  entitled  to 
some  of  the  broadest  benefits  in  American  society  as  part  of  his  union's 
contract  with  the  auto  manufacturer  loses  his  coverage  when  he  loses 
his  job.  Unemployment  compensation  plus  a  union  contribution  may 
permit  him  to  continue  to  carry  some  of  his  insurance  cost  at  a  reduced 
benefit  level,  and  then  if  his  assets  are  low  enough  and  his  unemploy- 
ment coverage  runs  out,  he  may  apply  for  a  determination  of  eligibility 
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for  Medicaid  under  the  Medicaid  eligibility  rules  of  his  state  of  rcsi 
dence.  Alternatively,  if  he  is  a  veteran  who  is  certified  as  disabled  or 
declares  poverty,  he  has  access  to  care  at  a  Veterans  Administration 
facility  if  he  requires  hospitalization,  but  probably  not  if  he  requires 
only  out-of-hospital  care.  Of  course,  care  for  a  veteran  is  only  for  him, 
not  for  his  family.  Normally,  if  he  goes  back  to  work  he  is  eligible  for 
reinstatement  of  his  former  benefits,  perhaps  with  a  waiting  period  for 
some  of  them.  At  each  step  along  the  line,  there  are  new  eligibility 
requirements  —  new  interviews,  new  forms  to  fill  out,  and  time  for 
processing. 

Who  benefits  in  Canada?  Essentially  everyone  who  has  been  a  legal 
resident  of  the  country  for  ninety  days,  and  that  is  the  only  condition 
that  must  be  satisfied.  There  are  no  restrictions  as  regards  such  cate- 
gories as  age,  social  class,  military  service,  disease  conditions,  employ- 
ment status,  economic  status,  place  of  residence,  family  structure  and 
disabilities.  Everyone  is  covered  from  conception  to  death. 

What  are  the  benefits  in  the  U.S.?  Each  American  has  his  own  benefit 
package  or  none  at  all.  The  benefits  available  may  depend  on  who  his 
employer  is,  because  most  American  benefits  are  tied  to  employment. 
Eighty-five  percent  of  all  Americans  have  some  form  of  benefit  for 
hospitalization,  a  lower  percentage  have  surgical  coverage,  and  rela- 
tively few  have  coverage  for  out-of-hospital  services.  The  largest  num- 
bers with  out-of-hospital  coverage  are  beneficiaries  of  governmental 
programs,  such  as  Medicare  for  the  aged,  Medicaid  for  the  poor,  and 
some  veterans.  In  addition,  members  of  Health  Maintenance  Organi- 
zations and  those  with  broad-coverage  insurance  policies  have  ambu- 
latory care  benefits.  Many  Americans  try  to  plug  the  holes  in  their 
basic  range  of  benefits  by  purchasing  multiple  forms  of  insurance,  and 
duplicating  and  overlapping  benefits  are  not  at  all  uncommon,  espe- 
cially where  there  are  two  wage  earners  in  the  same  household.  Many 
services  are  not  covered  at  all;  others  are  covered  only  in  part.  There 
are  almost  always  limitations  in  duration  of  coverage  as  well  as  in  the 
modalities  of  care  that  are  covered. 

For  Canadians  the  basic  benefits  are  quite  broad  indeed:  hospitaliza- 
tion and  diagnostic  services  and  medical  care  in  office,  at  home  and  in 
hospital,  benefits  that  are  portable  across  Canada.  What  are  called 
basic  benefits  in  Canada  are  roughly  equivalent  to  benefits  under  a 
Blue  Cross/Blue  Shield  major  medical  policy,  or  membership  in  the 
Kaiser  plan  or  an  equivalent  Health  Maintenance  Organization  (HMO ) 
in  the  U.S. 
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Admin  istration 

Who  administers  these  benefits  in  the  U.S.?  A  remarkable  panoply 
of  insurance  companies,  both  commercial  (tax-paying)  and  nonprofit 
(non-tax-paying);  a  multitude  of  governmental  agencies,  federal,  state 
and  local;  hundreds  of  Health  Maintenance  Organizations  of  various 
types,  each  of  which  has  its  own  rules  and  its  own  contractual  arrange- 
ments; and  the  Blue  Cross  and  Blue  Shield  plans.  Typical  insurers 
write  hundreds  of  different  kinds  of  contracts.  Some  government  pro- 
grams are  subcontracted  to  commercial  carriers  or  the  Blues  for 
administration;  others  are  directly  administered  by  individual  agencies 
of  government  or  combinations  of  governmental  agencies.  For  exam- 
ple, it  is  possible  to  be  on  Medicare  for  the  aged,  administered  by  Blue 
Cross  under  contract  to  the  federal  government;  on  Medicaid,  which 
is  state  administered  or  delegated  by  the  state  to  local  administration; 
and,  be  eligible  for  veterans'  benefits  simultaneously.  Each  has  its  own 
administrative  structure  and  eligibility  requirements. 

Here  again,  the  Canadian  system  is  vastly  simpler.  Ten  provincial 
governments  and  two  territories  are  each  responsible  for  the  admin- 
istration of  a  health  plan.  All  plans  are  publicly  administered,  either 
directly  by  provincial  government  or  by  a  public  agency  established 
by  provincial  government.  There  are  no  fiscal  intermediaries.  If  more 
than  one  provincial  agency  is  responsible,  such  as  in  Quebec  where 
hospital  benefits  and  medical  care  are  separately  administered,  the 
bookkeeping  between  agencies  is  carried  on  at  the  provincial  level, 
but  the  beneficiary  is  not  involved  and  is  generally  unaware  or  the 
process.  He  or  she  merely  presents  identification  and  receives  the 
service.  In  Quebec,  for  example,  every  individual — some  six  and  one- 
half  million  residents  —  has  a  plastic  credit  card  that  is  presented  at 
each  encounter  with  a  provider  in  the  system.  You  really  have  a 
human  right  when  you  have  a  plastic  card  to  get  your  benefits. 
Standard  forms  are  used  throughout,  facilitating  payment  and  the  com- 
pilation of  statistics. 

Cost 

Who  pays  for  all  this  in  the  U.S.?  For  the  employed  it  is  usually  a 
combination  of  employer-employee  payments  to  an  insurance  carrier 
or  an  HMO.  Some  governmental  programs  such  as  Medicare  or  bene- 
fits for  end-stage  kidney  disease  are  financed  through  the  Social  Secur- 
ity system.  Medicaid  is  financed  through  general  tax  revenues  at  the 
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federal  level  and  combinations  of  state,  county  and  local  funds  Most 
hospitals  are  voluntary,  some  are  proprietary  and  others  are  directly 
operated  by  various  governmental  agencies  at  each  level  of  govern- 
ment. Some  receive  funds  from  all  potential  sources  in  the  system, 
others  from  a  principal  single  tax-based  source.  For  most  Americans 
there  is  some  out-of-pocket  payment  in  addition  to  insurance  premi- 
ums and  the  payment  of  taxes.  Several  thousand  third  parties  are 
involved  in  transferring  dollars  from  the  individual  recipient  of  service 
to  the  individual  providers  of  service.  Each  of  these,  in  turn,  attempts 
to  limit  or  control  its  particular  costs  of  purchasing  the  services  pro- 
vided. The  insurers  want  to  keep  their  costs  down  so  that  they  can 
sell  their  policies  in  the  marketplace.  Governmental  agencies  want  to 
keep  their  costs  under  control  to  avoid  accusations  of  waste  and 
extravagance.  But  there  is  no  single  place  in  the  U.S.  system  where  the 
aggregate  expenditure  is  susceptible  to  control.  Hundreds  of  piece- 
meal legislative  and  regulatory  provisions  have  been  adopted  in  efforts 
to  effectuate  control  of  a  segment  of  expenditure.  These  are,  in  turn, 
administered  by  thousands  of  agencies  and  hundreds  of  thousands  of 
people  charged  with  controlling  entry,  standards  of  care,  capital  in- 
vestment as  well  as  payment  for  individual  services.  If  one  had  delib- 
erately set  out  to  produce  as  complex  and  costly  an  administrative 
system  as  possible,  the  U.S.  system  represents  an  excellent  model. 

Who  pays  in  Canada?  Provincial  governments  are  not  only  the  ad- 
ministrators but  the  paymasters  as  well.  Both  federal  and  provincial 
taxes  are  used  for  this  purpose.  Moderately  complex  formulas  are 
involved  for  the  allocation  of  federal  dollars  to  the  provinces,  but 
there  is  no  federal  interference  in  provincial  administration.  The  buck 
stops  at  the  door  of  provincial  government.  It  may  increase  benefits 
as  it  chooses  but  may  not  remove  basic  benefits.  It  may  choose  any 
mix  of  tax  revenues  to  pay  for  the  benefits.  Some  provinces  use  more 
progressive  mixes  of  taxation  than  others.  But  provincial  government 
is  the  payer,  and  each  province  accepts  that  responsibility  under  its 
own  legislation.  Almost  all  provinces  have  some  mix  of  out-of-pocket 
payments  by  beneficiaries  as  well.  Some  provinces  permitted  providers 
to  bill  additional  amounts  over  the  standard  fees.  This  was  ruled  out 
by  federal  legislation  supported  by  all  parties  and  occasioned  a  brief 
doctors'  strike  in  Ontario.  Most  provinces  require  payment  for  some 
services  such  as  private  rooms  and  ambulance  transportation.  It  is 
possible  to  buy  insurance  to  cover  these  out-of-pocket  costs. 
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A  word  about  costs.  For  many  years  I  have  heard  rhetoric  in  the 
U.S.  about  how  this  nation  can't  afford  health  insurance  for  all.  If  we 
had  Canada's  system  here  we  would  have  30  billion  dollars  available 
from  administrative  cost  savings  to  finance  the  care  of  those  who  have 
no  coverage  in  the  U.S.  Most  of  the  difference  is  accounted  for  by  the 
lower  cost  of  administe  ring  the  Canadian  system.  Most  of  the  excess 
U.S.  cost  is  used  to  pay  for  determination  of  eligibility,  for  selling  costs 
and  commissions  to  insurance  agents,  for  multiple  and  complex  filling 
out  of  forms  for  reimbursement,  for  maintaining  large  and  complicated 
billing  systems,  for  carrying  charges  on  accounts  receivable,  for  mul- 
tiple bureaucracies  both  governmental  and  commercial,  for  duplicat- 
ing hospital  systems,  and  so  forth.  Each  year  the  U.S.  system  chews  up 
a  larger  piece  of  the  gross  national  product;  this  year  it  will  be  about 
1 1  percent  of  all  goods  and  services  produced.  In  Canada  health 
services  hovered  between  6.9  percent  and  7.1  percent  of  gross  na- 
tional product  for  about  a  decade,  and  more  recently  they  have  risen 
slowly  to  8.2  percent. 

All  of  this  is  not  to  suggest  that  Canada  has  achieved  an  ideal  health 
system.  It's  just  damn  good.  It  has  its  problems,  but  none  of  them  are 
beyond  resolution.  It  is  subject  to  the  same  inflationary  forces  as  obtain 
in  the  U.S.;  many  of  the  goods  used  are  indeed  purchased  in  the  U.S. 
or  from  U.S.  corporations  operating  in  Canada.  There  is  the  same  push 
of  the  technological  imperative  in  Canadian  medicine  as  in  the  U.S. 
Canadian  medical  education  is  essentially  identical  to  that  of  the  U.S. 
and  is  accredited  by  the  same  bodies. 

But  in  addition  to  simpler,  less  costly  administration  of  health  ben- 
efits, Canada  benefits  from  a  more  socially  conscious  medical  profes- 
sion. The  wide  acceptance  of  fixed  fee  schedules  facilitates  administration 
and  reduces  the  costs  of  that  administration.  Yes,  the  profession  fights 
with  government  for  more  money  in  every  province,  and  that  is  un- 
derstandable and  part  of  the  rules  of  the  game.  There's  much  less 
disparity  of  income  within  the  profession  than  in  the  U.S.,  and  this, 
too,  is  widely,  although  not  universally,  accepted.  Most  Canadian  doc- 
tors could  not  morally  accept  the  U.S.  system.  Those  who  do  may 
migrate  to  the  U.S.,  and  some  come  back  after  seeing  the  complexity 
of  practice  administration  and  the  cost  of  professional  liability  insur- 
ance. 

Canadian  hospitals,  too,  are  much  easier  to  administer;  they  operate 
for  the  most  part  on  prospective  budgets  set  in  negotiation  with 
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provincial  governments.  They  scream  for  more  money,  of  course,  but 
they  are  very  happy  to  see  the  regular  bank  checks  that  pay  from  95 
to  100  percent  of  their  operating  costs. 

In  implementing  health  policy,  both  the  U.S.  and  some  Canadian 
provinces  have  attempted  different  models  for  the  delivery  of  health 
services,  mostly  on  a  small  scale  and  in  response  to  somewhat  different 
perceptions.  For  example,  in  the  U.S.,  efforts  to  respond  to  the  needs 
of  the  poor  led  to  neighborhood  and  rural  health  centers,  funded  by 
the  federal  government  but  locally  administered.  The  health  center 
movement  in  Canada  has  had  less  targeted  motives.  In  the  province 
of  Quebec  about  one  hundred  exist,  more  oriented  to  the  breadth  of 
response  by  government  to  broadly  denned  need  for  access  to  social 
services  than  to  health  services.  Thus  far,  these  have  been  inadequately 
evaluated  as  to  effectiveness. 

In  the  U.S.  incentives  have  recently  been  provided  for  the  formation 
and  operation  of  Health  Maintenance  Organizations,  both  prepaid 
group  practices  and  independent  practitioner  plans.  In  Canada  prepaid 
group  practices  are  discouraged  by  the  predominant  fee-for-service 
orientation  of  the  provincial  health  insurance  plans. 

Fee-for-service  is  still,  in  both  countries,  the  prevailing  mode  of 
payment  of  physicians.  For  most  Americans  and  for  most  Canadians, 
this  means  that  there  is  a  powerful  force,  however  moderated,  toward 
providing  more  services  and  especially  those  that  are  most  remuner- 
ative to  the  physician;  the  more  one  does,  the  more  one  gets.  The 
specialist  who  controls  the  use  of  a  technology  is  thereby  a  major 
beneficiary  in  both  systems.  To  the  extent  that  there  is  application  of 
such  technologies  in  an  excessive  fashion,  and  there  appears  to  be 
evidence  that  this  is  the  case,  both  systems  bear  substantial  cost  bur- 
dens that  do  not  benefit  the  patient. 

Summary 

So  here  we  have  two  different  health  systems  reflecting  very  differ- 
ent health  policies,  different  perceptions  of  human  rights,  two  different 
social  contracts  between  governments  and  the  governed  on  a  single 
continent.  As  social  contracts  they  reflect  different  social  philosophies, 
different  perceptions  of  priorities,  different  cultures  and  different  forms 
of  government.  There  are  advantages  and  disadvantages  to  each.  There 
are  lessons  that  each  might  learn  from  the  other.  For  me,  it  has  been 
an  extraordinary  experience  to  have  had  the  opportunity  to  work 
with  both. 
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I  often  wonder  to  what  extent  the  U.S.  government  reflects  the  will 
of  the  people  as  regards  health  policy.  Don't  Americans  want  what 
Canadians  have — a  social  contract  that  assures  everyone  that  an  illness 
will  not  lead  to  bankruptcy,  that  financial  access  is  available  to  all,  that 
the  health  system  should  respond  to  the  needs  of  all?  Do  we  Americans 
not  want  this  for  everyone?  Must  we  argue  about  the  virtues  of  com- 
petition  or  the-  apparent  alternative  oi  petty  regulatory  process  de- 
signed to  exclude  rather  than  include  people?  Do  we  really  need  to 
spend  30  billion  dollars  a  year  in  excess  administrative  costs  while 
denying  benefits  to  35  million  people?  I  would  argue  that  present 
levels  of  national  expenditure  in  the  U.S.,  differently  arranged,  would 
permit  us  to  provide  for  all. 

Canada's  program  provides  continued  equity  for  the  people.  This  is 
a  cornerstone  of  the  Canadian  initiative,  a  social  contract  that  we  in 
the  United  States  would  do  well  to  study,  understand  and  perhaps 
even  emulate. 

Milbank  Memorial  Fund 
1  East  75th  Street 
New  York,  NY.  10021 
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CLARK  C.  HAVIGHURST 

I  will  discuss  medical  standards  partly  in  the  context  of  medical 
malpractice  law  but  mostly  in  a  larger  policy  context.  The  question  I 
want  to  examine  is  whether  it  still  makes  sense,  in  theory  or  in  prac- 
tice, to  judge  medical  care,  and  to  provide  it,  according  to  a  single  set 
of  ideal  professional  norms  and  standards.  My  thesis  is  that  creeping 
pluralism  is  rapidly  eroding  the  long-prevalent  view  that  the  medical 
profession  is  charged  with  collectively  denning  standards  by  which 
the  health  care  system  should  be  governed  and  with  ensuring  that  all 
patients  receive  care  meeting  those  standards. 

Let  us  look  first  at  historical  developments  over  the  last  two  decades 
and  especially  at  some  recent  developments  that  signify  basic  changes 
in  how  we  think  about  medical  care.  I  will  argue  that  we  are  in  the 
midst  of  a  revolution  that  has  already  caused  us  to  view  professional 
standards  more  skeptically  than  ever  before  and  also  to  look  for  guid- 
ance elsewhere  than  to  the  medical  community.  It  is  no  longer  appro- 
priate, I  submit,  to  think  of  medical  standards  that  are  generated 
formally  and  informally  by  the  profession  itself  as  the  sole  source  of 
prescriptions  for  governing  the  system.  Although  professional  stan- 
dards are  still  a  vital  guide  to  practitioners  and  others,  different  signals 
and  influences  are  also  affecting  the  care  that  patients  receive. 

The  trend  that  I  see  taking  us  away  from  the  old  monolithic  model 
of  the  medical  care  enterprise  seems  to  me  to  be  generally  desirable. 
But  the  breakdown  in  the  medical  profession's  authority  and  the  con- 
comitant decentralization  of  decision  making  on  crucial  issues  create 
some  major  challenges  for  the  medical  profession,  for  the  legal  system, 
and  for  public  and  private  purchasers  of  health  care.  What  I  want  to 
do  is  to  show  how  changes  in  the  way  society  regards  medical  care 
are  changing  the  role  of  medical  standards. 

The  Old  Paradigm — Professional  Control 

Let  me  start  by  sketching  what  I  see  as  the  old  paradigm  of  the 
health  care  system.  Interestingly,  it  was  an  ideal  that  was  shared  by 

Remarks  delivered  on  College  Night,  The  College  of  Physicians  of  Philadelphia,  December 
3,  1986. 


Transactions  &  Studies  of  lie  College  of  Physicians  of 
Philadelphia  ser.  5.  vol.  9,  no.  2  (1987);  123-133. 
c1987  by  The  College  of  Physicians  of  Philadelphia 


123 


Clark  C.  Havighurst 


professionals  and  nonprofessionals  alike.  Indeed,  as  Paul  Starr's  book, 
The  Social  Transformation  of  American  Medicine,  impressively  shows, 
it  was  embraced  by  society  as  a  whole,  being  reflected  in  legislation 
and  the  common  law  and  in  the  operation  of  private  institutions,  such 
as  hospitals  and  insurance  companies.  This  model,  as  I  see  it,  is  in  the 
process  of  breaking  down  and  of  being  replaced  by  a  new  one.  The 
noted  historian  of  science,  Thomas  Kuhn,  in  his  well-known  history 
of  scientific  revolutions,  suggests  that  the  process  of  replacing  one 
scientific  paradigm  with  another  is  not  likely  to  be  smooth.  One  of 
Kuhn's  main  points  is  that  scientific  establishments  are  often  slow  to 
recognize  the  invalidity  or  inadequacy  of  conventional  beliefs.  It  would 
be  surprising  if  medical  professionals  were  any  different  from  earlier 
scientific  elites  in  their  tendency  to  cling  to  old  views.  In  the  case  of 
modern  medicine,  however,  economic  forces  are  driving  some  of  the 
new  lessons  home,  with  the  result  that  the  likelihood  of  change  and 
the  pace  of  it  are  being  increased. 

I  am  not  a  historian,  but  I  would  like  to  suggest  that  the  era  we  are 
passing  through  in  health  care  has  some  important  lessons  about  how 
society  changes  its  perceptions  and  accommodates  to  new  ways  of 
thinking.  Certainly  the  law,  which  fully  embraced  the  old  paradigm, 
now  faces  the  necessity  for  adapting  itself  to  changes  that  are  being 
forced  on  the  health  care  industry  by  developments  in  the  economic 
marketplace.  It  is  worth  observing  that  we  are  looking  here  not  only 
at  an  economic  marketplace  but  also  at  a  marketplace  of  competing 
ideas,  in  which  value  issues  as  well  as  scientific  questions  are  being 
debated  and  resolved.  How  we  think  about  medical  standards  is  a 
central  issue  in  these  debates  and  in  this  revolution. 

The  old  paradigm  of  the  health  care  enterprise  is  captured  most 
succinctly  in  the  notion  of  a  health  care  system.  We  still  use  that 
unitary  term  today  even  though  it  is  clear  that  we  are  looking  at  an 
increasingly  diverse  and  competitive  industry.  Fifteen  years  ago,  when 
the  old  paradigm  was  still  intact,  it  was  common  to  hear  the  organi- 
zation of  health  care  criticized  for  being  a  "nonsystem."  The  implica- 
tion was  that  the  way  to  make  progress  was  to  tighten  central  control, 
raise  professional  standards,  and  better  enforce  compliance  with  them. 
Although  physicians  resisted  the  imposition  of  strong  central  controls 
over  their  own  practices,  they  fully  embraced  the  idea  of  professional 
control  at  many  crucial  points  in  the  system  and  at  least  represented 
that  their  day-to-day  practices  were  governed  by  professional  stan- 
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dards.  Ov  erall,  the  conventional  view,  both  among  reformers  and  within 
the  medical  establishment  itself,  was  that  of  a  monolithic  system  pro- 
ducing a  single  standardized  product  that  all  citizens  were  entitled  to 
receive.  When  people  declared  (as  they  frequently  did)  that  "health 
care  is  a  right,"  they  implied  that  there  was  a  scientifically  defined  or 
definable  commodity  that  should  be  equitably  available  to  all.  The 
implication  was  that  standards  existed,  or  could  be  established, 
to  define  what  was  both  a  sufficiency  for,  and  an  entitlement  of,  all 
citizens. 

The  original  idea,  the  emergence  of  which  is  documented  by  Paul 
Starr,  was  that  professional  interests  could  be  relied  on  to  control  this 
unitary  system  in  all  of  its  essential  aspects.  Under  this  view,  which 
prevailed  into  the  1970s,  society  was  content  to  look  exclusively  to 
individual  physicians  and  to  organized  medicine  and  the  organizations 
it  sponsored  for  definitive  judgments  on  a  wide  range  of  issues,  many 
of  which  were  not  purely  technical  but  had  important  nontechnical 
aspects  that  might  be  viewed  differently  by  different  people.  Under 
the  professional  conception  that  dominated  thinking  during  that  era, 
each  individual  physician's  treatment  decisions  were  deemed  to  be 
presumptively  valid,  though  always  theoretically  open  to  appraisal 
under  the  profession's  own  standards. 

The  old  paradigm  allowed  the  profession  as  a  whole  to  assume 
responsibility  not  only  for  defining  and  administering  standards  of 
medical  practice  but  also  for  decisions  on  a  wide  variety  of  other 
important  matters.  One  of  the  many  crucial  subjects  on  which  profes- 
sional authority  and  standards  were  accepted  was  the  issue  of  how 
doctors  should  be  trained.  The  AMA-AAMC  Liaison  Committee  on 
Medical  Education  officially  set  standards  for  and  accredited  medical 
schools,  ensuring  that  U.S.-trained  doctors  would  all  be  trained  in 
accordance  with  the  paradigm  —  as  sophisticated  medical  scientists 
equipped  to  practice  high-tech  medicine  in  the  hospital  setting.  The 
Educational  Council  for  Foreign  Medical  Graduates  set  standards  for 
determining  which  foreign-trained  doctors  were  good  enough  to  treat 
American  patients.  The  large  number  of  FMGs  that  were  needed  in 
the  U.S.  in  the  sixties  and  seventies  revealed  that  the  profession's 
control  over  American  medical  education  had  seriously  restricted  the 
supply  of  physicians  and,  specifically,  had  prevented  the  training  in 
U.S.  schools  of  practitioners  who,  while  they  did  not  fit  the  paradigm's 
ideal  of  the  medical  scientist,  were  badly  needed  to  treat  patients 
nevertheless. 
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The  medical  profession  also  set  definitive  standards  governing  other 
elements  of  the  monolithic  system.  Through  the  American  Board  of 
Medical  Specialties  and  its  member  specialty  boards,  the  profession 
authoritatively  delineated  medical  specialties  and  decided  who  was 
qualified  to  hold  himself  out  as  a  competent  specialist.  Through  the 
Joint  Commission  on  the  Accreditation  of  Hospitals,  physician  orga- 
nizations set  standards  for  how  hospitals  should  be  organized  and 
operated,  paying  special  attention  to  how  hospitals  should  relate  to 
doctors.  (It  is  only  lately  that  the  JCAH  has  begun  to  look  at  the  actual 
outcomes  of  patient  care  in  judging  hospital  quality  and  not  primarily 
at  whether  hospitals  are  organized  to  give  doctors  the  autonomy  they 
want.)  The  AMA  also  participated  actively  in  defining  the  scope  of 
practice  and  the  training  of  nonphysician  personnel,  primarily  with  a 
view  to  ensuring  that  these  personnel  would  fit  easily  into  niches  the 
profession  had  designed  to  suit  us  overall  vision  of  how  medical  care 
ought  to  be  provided. 

Under  the  old  paradigm,  organized  providers  also  exerted  extensive 
authority  over  health  care  financing.  The  Blues  were  originally  con- 
trolled by  provider  organizations.  As  a  consequence  of  this  sponsor- 
ship, they  were  operated  in  accordance  with  the  notion  that  physician 
judgments  should  be  constrained  as  little  as  possible.  The  AMA  at  an 
early  date  set  standards  by  which  private  insurers  were  expected  to 
abide.  Ethical  rules  against  contract  practice  (essentially  standards 
governing  the  economic  and  organizational  arrangements  under  which 
medical  care  should  be  delivered)  discouraged  experimentation  with 
new  models,  especially  prepaid  group  practice. 

During  the  long  era  when  the  old  paradigm  prevailed,  its  implicit 
assumption  that  medical  treatment  decisions  were  exclusiv  ely  scien- 
tific and  reviewable  only  under  professional  norms  was  generally  em- 
braced by  insurers  and  other  purchasers  of  health  services.  Private 
insurers,  for  example,  uniformly  undertook  under  their  policies  to  pay 
for  all  "medically  necessary"  care.  In  effect,  this  contractual  commit- 
ment by  the  insurer  meant  that  the  profession's  own  standards  would 
govern  which  services  would  be  prov  ided  without  appreciable  cost 
constraint.  Whenever  a  dispute  arose  over  a  fee  or  a  medical  necessity, 
insurers  turned  to  profession-sponsored  peer  review  bodies  to  resolve 
the  issue,  thus  inv  iting  physicians  to  impose,  under  the  name  of  profes- 
sional standards,  inflated  valuations  of  their  own  services.  The  federal 
government  itself,  in  the  PSRO  program,  explicitly  delegated  to  profes- 
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sional  bodies  the  task  of  defining  the  scope  of  its  payment  obligations 
under  Medicare.  Although  many  physicians  found  the  PSRO  program 
offensive,  it  went  rather  far  toward  embodying  the  profession's  own 
view  that  only  professionals  accountable  to  other  professionals  could 
be  trusted  to  set  standards. 

During  the  long  period  when  the  old  paradigm  prevailed  and  made 
resources  freely  available  to  physicians,  the  cultural  values  of  the 
medical  profession  came  to  define  the  question  of  medical  care  solely 
in  terms  of  patient  need.  The  only  issues  were  (a)  what  was  technically 
feasible  and  (b)  what  a  physician  consensus  deemed  beneficial  for 
patients.  Professional  standards  were  deemed  a  reliable  guide  to  med- 
ical practice  on  three  assumptions:  first,  that  patients  were  unable  to 
decide  significant  questions  for  themselves,  except  at  the  last  minute, 
when  as  a  belated,  myth-preserving  concession  to  the  ideal  of  patient 
autonomy,  their  "informed  consent"  had  to  be  obtained;  second,  that 
medicine  was  a  science  capable  of  objectively  defining  the  diagnostic 
and  therapeutic  steps  appropriate  in  every  case;  and  third,  that,  even 
if  every  individual  practitioner  might  not  always  be,  the  profession  as 
a  whole  was  guided  solely  in  its  judgments  by  scientific  principles  and 
technical  considerations  and  could  therefore  generally  be  trusted  to 
use  society's  resources  wisely.  On  these  assumptions,  cost  considera- 
tions and  patient  willingness  to  pay  were  systematically  excluded  as 
influences  affecting  the  system's  performance. 

The  paradigm's  view  of  medical  standards  was  well  summed  up  in 
the  customary  practice  rule  in  the  law  of  medical  malpractice.  Adher- 
ence to  medical  custom  was  an  almost  complete  defense  for  any 
physician  charged  with  professional  negligence,  and  deviation  from 
professional  consensus  was  presumptively  negligent,  if  not  negligence 
per  se.  The  law  thus  strongly  reinforced  the  belief  that  professional 
standards  were  an  entirely  reliable  prescription  for  medical  practice. 
Indeed,  the  law  rigorously  enforced  adherence  to  medical  custom  and 
discouraged  even  responsible  economizing  and  experimentation. 

Flirtations  with  Government  Control — Still  Working  Within  the 

Old  Paradigm 

As  we  all  know,  the  cost  question  proved  to  be  the  Achilles  heel  of 
the  old  paradigm.  Essentially,  the  medical  profession  had  arranged 
things  so  that  costs  were  not  regularly  counted.  As  a  result,  costs  rose 
at  a  disturbing  rate  without  evidence  of  commensurate  benefit.  Cost 
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concerns  were  prompted  precisely  because  no  one  could  have  confi- 
dence that  market  mechanisms  were  performing  their  usual  function 
of  resolving  trade-offs  between  costs  and  benefits.  Precisely  because 
there  was  no  basis  for  assuming  that  more  spending  reflected  informed 
consumer  decisions  to  invest  more  resources  in  beneficial  health  care, 
the  public  refused  to  applaud  health  care  as  just  another  "growth 
industry." 

The  first  impulse  among  policymakers  faced  with  rising  health  care 
costs  was  to  revise  the  paradigm  slightly  by  shifting  some  crucial 
decision-making  powers  to  government.  However,  the  central  premise 
of  the  old  paradigm  —  that  central  control  was  desirable  and  indeed 
inevitable  —  still  went  unquestioned.  Instead,  the  challenge  was  seen 
as  one  of  bringing  government  in  at  a  few  strategic  points  in  order  to 
curb  the  monolithic  system's  ability  to  resolve  all  doubts  in  favor  of 
more  spending.  The  health  planning  and  certificate-of-need  (CON) 
initiative  had  the  potential  for  limiting  the  facilities  that  providers 
would  have  available  to  work  with  and  thus  for  limiting  the  costs  they 
could  incur.  It  foundered,  however,  on  the  problem  of  defining  "need," 
a  concept  that  the  legislation  borrowed  directly  from  the  old  para- 
digm. The  presumption  in  favor  of  prevailing  practice  was  so  strong 
that  the  best  that  CON  regulators  could  hope  to  accomplish  was  to 
prevent  the  creation  of  unused  capacity  and  outright  duplication  of 
services.  (Even  that  objective  proved  difficult  to  achieve  as  the  plan- 
ning and  regulatory  process  became  heavily  politicized  and  the  plan- 
ners and  regulators  found  it  hard  to  contest,  on  the  ground  of  cost, 
providers'  assertions  of  need. ) 

Another  of  government's  cost-containment  initiatives,  the  PSRO 
program,  contained  some  mechanisms  for  revising  local  practice  stan- 
dards, but  it  still  viewed  the  industry  as  a  single  entity  (or  system) 
and  the  problem  as  one  of  changing  medical  practice  across  the  board. 
Hospital  rate-setting  laws  and  proposals  were  designed  to  impose  even 
more  extensive  constraints  on  spending — constraints  that  were  likely 
to  be  more  effective  than  CON  laws  precisely  because  they  were 
highly  arbitrary  and  avoided  the  necessity  for  challenging  in  specific 
cases  the  medical  profession's  tendency  to  equate  desirability  with 
need.  The  premise  of  rate  or  revenue  controls  was  that  physicians, 
operating  under  government-imposed  resource  limits,  would  dev  elop 
new  and  more  efficient  standards  of  practice.  Again,  however,  the 
system  was  viewed  as  a  single  entity,  to  be  dealt  with  as  an  entirety 
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and  changed  from  top  to  bottom  all  at  once. 

The  Current  lira —  Will  a  New  Paradigm  /'merge? 

It  appears  that  we  have  now  passed  through  the  era  when  the  main 
policy  issue  was  whether  the  medical  profession  or  government  would 
hold  the  upper  hand  in  managing  the  "system"  and  whether  the  med- 
ical profession's  standards  would  be  set  with  or  without  government- 
imposed  constraints.  Congress  defeated  President  Carters  hospital 
cost-containment  bill  in  1979,  and  the  theme  of  competition,  as  a  third 
policy  alternative  ( involving  neither  professional  nor  government  con- 
trol), has  been  heard  plainly  ever  since.  Although  competition  was 
largely  a  theoretical  academic  idea  in  the  1970s,  it  did  have  a  few 
followers.  Their  rallying  point  was  HMOs,  which  were  beginning  to 
demonstrate  that  it  was  practically  possible  to  have  alternative  deliv- 
ery systems,  some  of  them  featuring  different  styles  of  practice — that 
is,  different  standards  —  than  the  fee-for-service  system.  This  new 
theme  of  competition  was  bolstered  by  antitrust  enforcement  that 
began  in  the  late  seventies  and  that  was  aimed  at  curbing  efforts  by 
organized  providers  to  impose  their  views  on  the  system  as  a  whole 
and  to  punish  those  who  experimented  with  different  methods  of 
paying  for  and  delivering  care. 

Obviously,  the  notion  of  competition  represented  a  direct  challenge 
to  the  old  paradigm.  Specifically,  it  implied  a  major  decentralization 
of  decision  making  in  which  much  of  the  power  to  define  the  nature 
and  content  of  the  product  to  be  purchased  would  devolve  on  con- 
sumers and  their  agents  in  the  private  sector.  Since  the  late  seventies 
antitrust  law  has  barred  organized  medicine  from  enforcing  its  collec- 
tive judgments  and  preferences  as  coercively  as  it  once  did.  Although 
the  medical  profession  is  still  free  to  operate  accreditation,  creden- 
tialing,  and  peer-review  programs,  these  bodies  are  best  understood 
not  as  regulators  setting  and  enforcing  binding  standards  but  as  influ- 
ential advisers  to  the  true  decision  makers — public  officials  and  private 
entities  accountable  either  to  voters  or  consumers,  as  the  case  may 
be. 

Perhaps  the  policy  change  that  has  most  threatened  the  old  para- 
digm was  the  decision  to  make  private-sector  health  care  costs  a 
private,  not  a  government,  responsibility.  This  policy  decision  was 
implicit  in  the  1979  defeat  of  the  Carter  bill  and  in  the  subsequent 
adoption  by  the  Medicare  program  of  prospective  payment.  Govern- 
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merit's  aggressive  cost-control  efforts  in  its  own  programs  had  a  num- 
ber of  important  implications.  Although  providers  experienced  it  as 
an  exertion  of  government's  centralized  regulatory  power,  it  was  not 
in  fact  regulation  at  all,  only  an  effort  by  a  large  buyer  to  save  money 
in  purchasing  services  that  it  was  committed  to  buy.  Moreover,  the 
shift  to  controlling  only  public  program  costs  was  a  definitive  decen- 
tralization move,  because  it  simultaneously  asserted  government's  au- 
thority over  its  own  programs,  departing  from  past  deference  to 
professional  standards,  and  disclaimed  any  intention  by  government 
to  control  costs  in  the  private  sector.  Indeed,  the  federal  government's 
crackdown  threatened  to  shift  some  of  the  cost  burden  of  government 
programs  to  private  payers  unless  they  found  ways  to  defend  them- 
selves. 

The  removal  of  government  as  a  potential  regulator  of  private  health 
care  costs  and  its  appearance  instead  as  the  Great  Cost  Shifter  have 
had  interesting  and  important  effects.  Many  private  purchasers,  taking 
a  cue  from  government's  'prudent  purchasing,"  are  experimenting 
with  new  ways  of  purchasing  (not  just  paying  for)  services.  In  so 
doing,  they  are  beginning  to  appreciate  some  truths  that  are  funda- 
mentally at  odds  with  the  previous  conventional  wisdom.  The  first 
such  truth  is  that  health  care  is  not  all  of  one  piece.  Demonstrations 
by  Dr.  John  Wennberg  and  others  of  widespread,  inexplicable  varia- 
tions in  medical  practice  from  place  to  place  have  shown  that  the 
profession  does  not  in  fact  follow  consistent,  scientifically  justified 
standards  of  the  type  the  old  paradigm  took  for  granted. 

Another  reality  that  is  increasingly  being  appreciated  is  that  a  sig- 
nificant amount  of  customary  medical  care  is  of  unproved  or  doubtful 
value.  I  am  regularly  struck,  for  example,  by  the  findings  of  my  Duke 
colleague,  Dr.  David  Eddy,  about  how  shaky  are  the  scientific  under- 
pinnings of  much  accepted  medical  practice  and  about  how  many 
things  are  left  out  of  consideration  in  developing  the  profession's 
clinical  policies.  These  new  realizations  about  health  care  make  cost 
factors  particularly  crucial  because  they  show  that  there  are  important 
trade-offs  that  cannot  be  ignored  and  that  providers  are  inclined  to 
overvalue  many  of  the  services  they  offer. 

Finally,  there  is  increasing  appreciation  in  the  private  sector  that 
professional  standards  cannot  take  account  of  the  fact  that  patients' 
needs,  circumstances,  preferences,  and  tastes  for  health  services  vary. 
In  general,  consumers  and  their  agents  are  gradually  learning  that 
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certain  kinds  of  economizing,  departing  in  material  respects  from 
previously  unchallengeable  professional  standards,  can  be  safe  and 
beneficial.  In  so  doing,  they  are  beginning  to  treat  medical  care  and 
medical  care  insurance  less  like  a  scientifically  defined  entitlement  and 
more  like  a  consumer  good,  to  be  purchased  in  accordance  with  one's 
appraisal  (with  expert  advice)  of  its  value  in  relation  to  its  cost. 

The  implication  to  be  drawn  from  recent  history  and  the  trends  it 
reveals  is  that  more  and  more  decisions  directly  or  indirectly  affecting 
medical  treatment  will  be  made  on  the  demand  (consumer)  side  of 
the  market,  not  the  supply  (provider)  side.  Private  decision  makers 
might,  of  course,  decide  to  accept  professional  norms  and  standards 
and  the  judgments  of  profession-sponsored  bodies  as  binding  for  par- 
ticular purposes.  It  is,  after  all,  impossible  to  write  private  agreements 
that  precisely  define  the  obligation  of  the  doctor  to  the  patient  in  each 
and  every  imaginable  situation.  It  is  therefore  natural  and  efficient  to 
incorporate  professional  norms  by  reference  not  only  in  the  implied 
contract  between  doctor  and  patient  but  even  in  explicit  contracts 
for  medical  care. 

Private  decision  makers  might,  however,  sometimes  elect  to  reject 
customary  norms  and  standards  and  to  define  the  doctor's  obligations 
in  a  different  way.  It  is  easy,  for  example,  to  imagine  an  agreement 
allowing  the  physician  to  omit  some  costly  high-tech  procedure  that 
has  become  customary  without  convincing  proof  of  efficacy.  Similarly, 
doctors  in  a  prepaid  group  practice  might  be  authorized,  within  limits, 
to  set  their  own  standards,  rejecting  as  inefficient  or  unnecessary 
certain  practices  that  are  customary  among  their  fee-for-service  com- 
petitors. In  this  same  vein,  subscribers  to  an  HMO  or  other  competi- 
tive medical  plan  might  agree  that  tort  actions  for  injuries  they  might 
suffer  could  not  be  based  solely  on  departures  from  professional  cus- 
tom; instead,  the  agreement  might  provide  that  a  patient,  in  order  to 
recover  damages,  would  have  to  prove  affirmatively  that  the  plan's 
doctors  had  not  acted  reasonably  and  prudently  or  had  departed  from 
practices  adhered  to  in  other  prepaid  plans.  Alternatively,  a  subscriber 
contract  might  expressly  define  the  qualifications  of  expert  witnesses, 
excluding  those  who  could  not  testify  on  cost/benefit  issues.  Perhaps 
the  neatest  way  to  reduce  the  pressure  to  conform  to  inefficient  profes- 
sional standards  and  to  practice  so-called  defensive  medicine  would 
be  to  provide  contractually  that  the  patient  could  sue  the  doctor  or 
hospital  only  for  gross,  not  ordinary,  negligence. 
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I  do  not  propose  to  go  further  into  the  ways  in  which  new  contrac- 
tual standards  governing  doctor/patient  relationships  could  be  drafted 
or  implemented,  either  in  malpractice  suits  or  in  health  insurance 
policies  that  limit  the  insurers  obligation  to  pay  for  anything  the 
doctor  or  medical  consensus  prescribes.  It  is  sufficient  to  conclude 
with  the  thought  that  the  medical  profession,  its  representative  bodies 
and  the  consensuses  reflected  in  medical  practice  should  no  longer  be 
viewed  as  the  sole  sources  of  wisdom  on  all  matters  affecting  the  care 
consumers  receive.  Agreements  varying  doctors'  obligations  should 
therefore  not  be  viewed  with  excessive  suspicion.  Indeed,  precisely 
because  professional  standards  are  in  many  respects  a  holdover  of  the 
old  paradigm,  with  its  inadequate  attention  to  costs  and  its  unwar- 
ranted claims  of  infallibility,  courts  and  purchasers  of  health  care 
should  be  favorably  disposed  toward  arrangements  and  therapeutic 
options  that  the  profession  as  a  whole  has  not  approved. 

Unfortunately,  judicial  and  consumer  receptivity  to  new  standards 
and  new  methods  of  prescribing  consumer  rights  and  provider  re- 
sponsibilities will  be  difficult  to  achieve  until  the  old  paradigm  is  finally 
laid  to  rest.  Although  implicit  departures  from  old  standards  are  in- 
creasingly common,  it  is  still  difficult  to  discuss  health  care  issues 
without  falling  back  into  old  formulations  and  conceptions.  Explicit 
acknowledgments  that  health  care  is  a  consumer  good  about  which 
people  should  make  their  own  comparisons  of  benefits  and  costs  are 
still  very  rare.  It  remains  to  be  seen  whether  a  new  paradigm,  recog- 
nizing the  legitimacy  of  contractually  authorized  deviations  from  es- 
tablished patterns,  of  decisions  made  by  corporate  intermediaries,  and 
of  consumer  choice  in  general  can  finally  gain  ascendancy  over  the 
old  one.  Until  it  does,  there  is  bound  to  be  a  lot  of  confusion  and  some 
difficulty  in  introducing  more  cost-effective  methods  of  medical  prac- 
tice. 

To  my  mind,  professional  standards  still  have  an  important  place  in 
the  health  care  field.  Indeed,  they  are  almost  essential  to  give  physi- 
cians assurance  that  their  difficult,  morally  burdensome  choices  are 
backed  by  more  than  just  their  individual  judgment  and  that  their 
heavy  responsibility  is  shared  by  the  profession  as  a  whole.  Moreover, 
systematic  cost-conscious  evaluation  of  medical  practices  and  tech- 
nologies, leading  to  recommended  standards,  are  vital  in  the  search 
for  efficiency.  Nevertheless,  professional  standards  should  be  viewed 
no  longer  as  binding  on  practitioners  but  only  as  advisory  benchmarks 
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that  may  sometimes  be  rejected  by  private  decision  make  rs,  because 
their  validity  is  in  doubt,  because  they  give  insufficient  weight  to  cost 
considerations,  or  because  consumers'  tastes  and  preferences  incline 
them  in  another  direction. 

It  will  be  a  difficult  challenge  —  to  public  and  private  decision 
makers  and  to  the  courts  in  malpractice  and  other  cases  —  to  make 
just  the  right  use  of  professional  standards.  What  we  do  not  need 
anymore,  however,  and  indeed  are  well  rid  of,  are  binding  rules  that 
govern  all  medical  practice  and  effectively  preempt  private  choices. 
The  age  of  decentralized  decision  making  is  arriving,  and  it  is  time 
that  we  recognize  that  professional  standards,  while  still  necessary  and 
still  appropriately  influential  with  public  and  private  decision  makers, 
ought  not  to  govern  finally  and  decisively  the  allocation  of  resources 
to  and  within  the  health  care  sector. 

Duke  I  nivcrsity  School  of  Law 
Durham.  N.C.  27706 
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KLEIN,  RANDOLPH  SHIPLEY,  ed.  Science  and  Society  in  Early 
America:  Essays  in  Honor  of  Whitfield  J.  Bell,  Jr.  426  pp. 
Philadelphia:  American  Philosophical  Society,  1986  (Memoirs,  vol. 
166).  Price  $30.00. 

Reviewed  by  JOHN  C.  VAN  HORNE 

With  this  handsomely  produced  volume  of  twelve  essays  the  Amer- 
ican Philosophical  Society  pays  fitting  tribute  to  its  longtime  servant 
Whitfield  Jenks  Bell,  Jr.  A  book  is  the  most  appropriate  form  that  such 
a  tribute  should  take,  for  Whit  Bell  is  a  prolific  author  (the  "selected" 
bibliography  of  his  works  occupies  twelve  pages  in  this  volume)  and 
served  as  the  Society's  Librarian  as  well  as  Executive  Officer  for  many 
years.  (Readers  of  this  journal  will  also  be  interested  to  know  that  he 
is  currently  at  work  on  a  history  of  the  College  of  Physicians  of 
Philadelphia.) 

The  twelve  essays  reflect  the  catholicity  of  Dr.  Bell's  scholarly  in- 
terests: Benjamin  Eranklin  (Esmond  Wright,  "Benjamin  Franklin:  'The 
Old  England  Man'");  historical  documentary  editing  (William  W. 
Abbot,  "William  Byrd  Reports  on  His  Mission  to  the  Cherokee  in 
1758");  and  the  history  of  American  science  and  technology  (Silvio  A. 
Bedini,  "  That  Awfull  Stage':  The  Search  for  the  State  House  Yard 
Observatory";  Edward  C.  Carter  II,  "Benjamin  Henry  Latrobe,  'Learned 
Engineer,'  the  [APS],  and  the  Promotion  of  Useful  Knowledge  and 
Works,  1798—1809";  Marvin  E.  Wolfgang,  "Consensus  and  Conflict 
about  Imprisonment:  The  Philadelphia  Society  for  Alleviating  the  Mis- 
eries of  Public  Prisons,  1787-1829";  Thomas  C.  Cochran,  "Cotton 
Textiles  and  Industrialism";  Brooke  Hindle,  "The  American  Industrial 
Revolution  through  Its  Survivals";  and  Joseph  Ewan,  "One  Professor's 
Chief  Joy:  A  Catalog  of  Books  Belonging  to  Benjamin  Smith  Barton"  ). 

Dr.  Bell  has  also  published  widely  on  the  history  of  American  med- 
icine (including  six  articles  in  this  journal),  and  readers  of  the  Trans- 
actions &  Studies  will  be  especially  interested  in  four  essays  in  this 
festschrift. 

Edwin  Wolf  2nd,  in  "Frustration  and  Benjamin  Franklin's  Medical 
Books,"  briefly  describes  the  vicissitudes  of  Franklin's  medical  library 
and  then  lists  about  250  w  orks  know  n  to  have  been  owned  by  Franklin. 


Transactions  6  Studies  of  the  College  of  Physicians  of 
Philadelphia  ser.  5, vol.  9,  no.  2(1987);  135-137. 
c1987  by  The  College  of  Physicians  of  Philadelphia 
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Wolf  has  been  at  work  for  many  years  attempting  to  ascertain  what 
was  in  Franklin's  library  and  to  track  down  surviving  volumes  from 
the  collection.  His  article,  which  presents  the  results  of  his  work  on 
this  important  aspect  of  Franklin's  reading,  finds  that  "Franklin's  med- 
ical books  represented  a  mixture  of  an  18th-century  consensus  of 
what  was  most  useful,  specific  texts  dealing  with  his  interests  and  his 
own  ailments,  and  a  fluttering  of  writings  given  him  by  friends  and 
admirers." 

Randolph  Shipley  Klein  has  written  "The  Men  of  '68:  Graduates  of 
America's  First  Medical  School."  This  group  biography  of  the  first  ten 
graduates  of  the  College  of  Philadelphia  to  receive  the  M.B.  reveals 
that  all  of  them  were  from  the  Delaware  Valley;  most  came  from  more 
humble  backgrounds  than  their  professors  and  than  American  physi- 
cians trained  abroad;  and  that  in  general  they  returned  to  their  home- 
towns to  practice.  (Interestingly,  only  four  returned  later  for  an  M.D. 
degree.)  The  Revolution  severely  tested  their  medical  knowledge, 
organizational  ability,  and  stamina,  and  three  did  not  survive  it.  A  sad 
occurrence  during  the  war  was  the  atrocious  conduct  of  Dr.  William 
Shippen,  Jr.,  as  Director  General  of  Hospitals  for  the  Middle  Depart- 
ment that  necessitated  testimony  by  one  of  these  graduates  ( Dr.  James 
Tilton)  against  his  former  teacher  at  a  court-martial. 

Bentley  Glass  has  compiled  a  fascinating  appraisal  of  "Foreign  Mem- 
bership of  Biological  Scientists  in  the  [APS]  During  the  18th  and  19th 
Centuries,"  in  which  he  tries  to  ascertain  how  much  value  the  Society 
placed  on  men  now  recognized  as  the  greatest  contributors  to  scien- 
tific discovery  in  their  day.  In  the  eighteenth  century  he  found  little 
regard  for  Germans  compared  with  the  British,  French,  and  even 
Swedish,  and  a  total  neglect  of  Italian  and  Swiss  scientists  (Spallanzani, 
Galvini,  Trembly,  and  Bonnet).  In  the  first  half  of  the  nineteenth 
century  only  one  Briton  was  elected,  several  rather  ordinary  French- 
men were  elected,  while  the  likes  of  Lamarck  and  Cuvier  were  passed 
over.  And  for  the  second  half  of  that  century,  he  finds  that  German 
biological  scientists  are  "gravely  slighted."  Among  cytologists  in  par- 
ticular, he  blames  member  Edmund  B.  Wilson  for  the  failure  to  recog- 
nize the  great  German  pioneers  in  the  study  of  cells  in  heredity. 
Wilson,  the  foremost  American  practitioner  in  the  field,  made  no  nom- 
inations of  foreigners.  Glass  also  notes  the  "total  blindness  toward  the 
rising  eminence  of  biology  in  Russia."  But  he  presents  no  satisfactory 
explanation  of  the  many  unaccountable  elections  of  some  foreign 
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biologists.  Perhaps  considering  the  fact  that  there  were  no  objective 
criteria  for  election,  it  is  only  to  be  expected  that  the  record  should 
exhibit  such  anomalies  and  oversights. 

Jane  M.  Oppenheimer  closes  the  volume  with  an  evaluation  of 
"Louis  Agassiz  as  an  Early  Embryologist  in  America."  She  demonstrates 
that  the  Swiss-born  Agassiz  made  significant  contributions  by  estab- 
lishing high  standards  for  pictorial  illustrations  in  works  on  embryol 
ogy,  by  serving  as  an  effective  popularizer  of  the  subject  in  his  well- 
received  Loivell  Lectures,  and  by  his  scientific  statesmanship  in  estab- 
lishing the  National  Academy  of  Sciences. 

The  essays  in  this  volume  are  of  the  highest  caliber.  There  is  some- 
thing for  almost  everyone,  but  historians  of  medicine  should  be  par- 
ticularly pleased  with  these  four  fine  contributions. 

The  Library  Company  of  Philadelphia 
1314  Locust  Street 
Philadelphia,  PA  19107 
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MILLER,  TIMOTHY  S.  The  Birth  of  the  Hospital  in  the  Byzantine 
Empire.  288  pp.  Baltimore  and  London:  The  Johns  Hopkins 
University  Press,  1985.  Price  $19  95. 

Reviewed  by  GARY  B.  FERNGREN 

One  of  the  greatest  contributions  of  the  Byzantine  Greeks  was  the 
establishment  of  a  system  of  hospitals  unequaled  in  the  West  until 
modern  times.  In  this  volume  a  young  Byzantine  scholar,  Timothy- 
Miller,  traces  the  history  of  this  remarkable  institution  from  its  begin- 
nings in  late  antiquity  to  its  eventual  decline. 

There  were  no  genuine  hospitals  in  the  ancient  world.  The  first  ones 
grew  out  of  early  Christian  ideals  of  medical  charity  and  philanthropy. 
As  Miller  shows,  none  of  the  provisions  for  health  care  in  classical 
times  that  have  been  suggested  as  early  examples  of  hospitals  —  mili- 
tary and  slave  infirmaries  (valetudinaria),  temples  of  the  healing-god 
Asclepius,  physicians'  surgeries  (iatreia),  or  public  physicians  —  re- 
sembled hospitals  in  any  real  sense.  On  the  other  hand,  it  is  wrong  to 
say  (as  did  Sigerist)  that  hospitals  did  not  exist  except  as  institutions 
for  the  poor  until  the  nineteenth  century.  Miller  maintains  that  Byzan- 
tine hospitals  (xenones  and  nosokomeia)  were  "the  first  to  offer  hos- 
pital care,  certainly  in  the  Western  tradition  if  not  in  the  world."  They 
served  as  a  model  for  later  hospitals  in  the  Latin  West  and  the  Moslem 
East  and  were  not,  in  fact,  equaled  until  the  Enlightenment.  Byzantine 
hospitals  attempted  to  heal,  not  merely  to  care  for  patients,  and  they 
accepted  all  classes,  not  only  the  poor.  They  maintained,  in  addition 
to  bed,  board  and  nursing  care,  permanent  medical  staffs  and  trained 
assistants  and  hence  were  analogous  in  their  function  to  modern  med- 
ical institutions. 

The  earliest  hospitals  began  in  the  latter  half  of  the  fourth  century, 
after  the  legalization  of  Christianity  had  made  possible  the  establish- 
ment of  permanent  Christian  philanthropic  institutions.  They  spread 
rapidly  throughout  the  eastern  Roman  Empire  and  evolved  gradually 
over  the  centuries,  culminating  in  the  famous  Pantokrator  Xenon, 
which  was  founded  in  Constantinople  as  part  of  the  monastery  of 
Christ  Saviour  Pantokrator  in  the  twelfth  century.  Miller  devotes  a 
long  chapter  to  this  celebrated  hospital.  He  examines  the  evidence  for 
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earlier  hospitals  to  determine  whether  they  shared  the  eharaeteristies 
of  the  Pantokrator.  "If  earlier  institutions  shared  many  features  visible 
in  the  organization  of  this  twelfth  century  xenon,  this  would  indicate 
a  continuous  tradition  of  hospitals  in  the  Byzantine  Empire,"  he  says. 
Reasoning  this  way,  he  finds  elaborate  institutions  on  the  scale  of  the 
great  Pantokrator  Xenon  as  early  as  the  sixth  and  seventh  centuries. 
Unfortunately,  this  method  renders  Miller  liable  to  the  suspicion  of 
historical  anachronism,  a  suspicion  that  is  not  wholly  unjustified.  He 
sometimes  seems  to  read  into  earlier  xenones  a  more  highly  developed 
organization  than  the  evidence  suggests,  a  pitfall  that  might  have  been 
avoided  had  he  adopted  a  strictly  chronological  approach  in  tracing 
their  growth. 

The  author  lays  the  groundwork  for  his  study  by  discussing,  in 
chapters  4  and  5,  the  background  of  the  development  of  hospitals, 
pointing  out  the  importance  of  early  Christian  ideas  of  charity  and 
prevailing  attitudes  toward  rational  medicine.  He  follows  recent  schol- 
arship in  concluding  that  the  Fathers  of  the  church  were  for  the  most 
part  favorably  disposed  to  medicine,  in  spite  of  the  fact  that  some 
monastic  movements  were  hostile  to  it.  He  sees  the  growth  of  hospi- 
tals, however,  as  resulting  not  solely  from  the  church's  concern  for 
philanthropy  but  also  from  social,  economic,  demographic  and  sectar- 
ian factors  that  emerged  in  the  eastern  Mediterranean  in  the  fourth 
century.  In  particular,  he  suggests  that  the  Arian  controversy  that 
seriously  divided  Christianity  (the  dispute  over  the  nature  of  Christ 
and  his  relationship  to  God)  played  an  important  part  in  the  creation 
of  the  hospital.  He  admits  that  the  evidence  is  circumstantial,  which 
may  deny  credence  to  his  theory.  He  may  have  overstated  the  impor- 
tance of  social  and  demographic  factors  in  the  origin  of  hospitals.  Far 
more  important,  perhaps,  was  the  spread  of  cenobitic  monasticism 
and  the  premium  it  placed  on  practical  charity  of  all  kinds,  especially 
on  medical  philanthropy.  Nevertheless,  Miller's  treatment  of  the  origin 
of  Christian  medical  institutions  in  the  fourth  century  makes  an  im- 
portant contribution  to  the  discussion  of  a  significant  problem,  even 
if  one  doesn't  fully  accept  his  thesis  of  an  Arian  origin  of  hospitals. 

In  chapter  6,  "City,  Church,  and  State,"  Miller  traces  the  later  history 
of  hospitals  in  the  Byzantine  Empire.  Central  to  his  discussion  of  the 
development  of  xenones  is  his  thesis  that  the  emperor  Justinian 
(526-565)  removed  the  public  physicians  (archicitroi)  from  the  ju- 
risdiction of  municipal  officials  and  reassigned  them  to  hospitals  along 
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with  civic  and  imperial  funds  to  support  them.  As  a  result,  he  believes 
that  hospitals  became  the  largest  and  most  important  charitable  insti 
tutions  in  the  Empire,  capable  of  maintaining  large  staffs  of  physicians, 
assistants,  administrators,  and  burial  staffs  until  their  decline  after  the 
sack  of  Constantinople  in  1204.  There  is  little  evidence  for  a  reform 
of  the  hospitals  by  Justinian  of  the  proportions  that  Miller  suggests, 
however,  and  its  existence  must  remain  problematical.  He  argues  that 
the  establishment  and  maintenance  ol  Byzantine  hospitals  rested  on 
three  foundations:  bishops,  private  philanthropists,  and  the  largess  of 
the  emperors.  Bishops  had  from  the  beginning  played  a  prominent 
role  in  their  operations  and  long  continued  to  exercise  a  general 
supervision  of  charitable  institutions.  But  wealthy  individuals  came  to 
play  an  increasing  role  in  establishing  hospitals,  and  they  naturally 
demanded  some  control  over  them.  Finally,  the  emperors  showed 
great  interest  in  and  control  over  hospitals  and  were  responsible  for 
the  largest  foundations,  like  the  Pantokrator,  to  which  they  granted 
gifts  and  exemption  from  taxation. 

One  of  the  most  interesting  chapters  of  Miller's  book  is  chapter  7 
("Monasticism").  Beginning  with  Basil  of  Cappadocia,  who  exercised 
such  formative  influence  over  Orthodox  monasticism,  monks  were 
active  in  medical  charity.  Virtually  every  hospital  established  in  the 
earliest  period  (between  350  and  451)  was  founded  by  monks.  But 
not  all  monastic  traditions  sought  to  practice  Christian  charity  through 
medicine.  A  major  question  in  Orthodox  monasticism  concerned  the 
relationship  of  theoria  (the  contemplative  life)  to  praxis  (acts  of 
mercy  and  benevolence).  The  tension  between  those  who  advocated 
participation  in  the  world  through  active  philanthropy  and  those  who 
sought  withdrawal  from  it  to  pursue  a  life  of  prayer  was  never  resolved. 
Miller  traces  that  fascinating  dispute,  and  its  effect  on  the  operation 
of  Byzantine  hospitals,  with  sensitivity  and  understanding. 

In  chapter  8  ("The  Hospital  in  Action")  Miller  describes  the  facilities 
and  operation  of  Byzantine  hospitals:  the  buildings,  arrangement  of 
the  patients,  staff,  "outpatient"  services,  medical  training,  professional 
societies,  salaries  and  methods  of  treatment.  Subsequent  chapters  deal 
with  "Hospitals  and  Medical  Literature"  and  the  decline  of  hospitals 
after  1 204.  A  minor  criticism  of  these  otherwise  informative  chapters 
is  that  Miller  sometimes  creates  a  false  impression  by  using  modern 
terms  that  are  misleading  in  a  Byzantine  context  (for  example,  "out- 
patient clinics"  and  "interns" ).  A  much  more  serious  criticism  is  that 
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he  attempts  to  prove  too  much.  Working  on  the  assumption  that 
hospitals  provided  the  center  of  medical  theory  and  practice,  he  is 
anxious  to  find  a  connection  between  hospitals  and  every  aspect  of 
medicine.  This  approach  frequently  causes  him  to  go  beyond  the 
evidence.  Thus  he  argues,  in  spite  of  a  lack  of  evidence,  that  the  great 
Byzantine  medical  writers  Alexander  of  Tralles  and  Paul  of  Aegina 
treated  hospital  patients.  He  suggests,  without  evidence,  that  hospitals 
maintained  scriptoria  as  well  as  libraries  and  so  were  important  in 
maintaining  medical  and  cultural  continuity  during  the  Byzantine  Dark 
Age.  Contrary  to  the  evidence,  he  associates  the  physician  Theophilos 
Protospatherios  and  the  routine  employment  of  uroscopy  with  hos- 
pitals. His  explanation  of  why  one  finds  so  little  mention  of  surgery  in 
medical  texts  after  the  time  of  Paul  of  Aegina  is  unconvincing.  His 
suggestion  that  in  their  contributions  to  advancing  Greek  medicine 
hospitals  performed  a  function  similar  to  that  of  European  hospitals 
of  the  eighteenth  and  nineteenth  centuries,  and  in  particular  to  the 
Clinical  Movement  in  Paris,  seems  dubious.  Miller  makes  high  claims 
for  Byzantine  hospitals,  and  much  of  what  he  writes  in  this  regard  is 
convincing.  But  it  is  difficult  not  to  feel  that  he  displays  too  much 
enthusiasm  for  his  subject  and  that  some  of  his  parallels  are  unhistor- 
ical. 

One  need  not  agree  with  all  of  Professor  Miller's  conclusions  in 
order  to  recognize  that  he  has  produced  a  significant  volume  that  is 
likely  to  become  the  standard  authority  on  the  subject.  One  of  his 
strengths  as  historian  is  his  extensive  reading  in  the  original  sources. 
He  has  assembled  a  vast  amount  of  evidence  that  will  be  invaluable  to 
all  students  of  the  subject.  My  disagreement  with  some  of  the  positions 
taken  by  Miller  should  not  be  taken  as  an  indication  of  my  lack  of 
respect  for  his  work.  As  a  pioneering  effort  it  will  provoke  debate,  and 
perhaps  a  number  of  its  theses  will  be  modified  or  even  disproved. 
But  it  is  an  important  contribution,  reasonably  priced,  which  should 
find  a  place  on  the  shelf  of  every  serious  student  of  the  history  of 
hospitals. 

Department  of  History 
Oregon  State  University 
Corvallis,  OR  97331 
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YAGGI,  D.,  and  HODGSON,  P,  eds.  Physicians  and  Hospitals:  The 
Great  Partnerships  at  the  Crossroads.  Based  on  the  Duke  University 
Ninth  Private  Sector  Conference.  202  pp.,  illus.  Durham:  Duke 
University  Press,  1985.  Price  $27.50. 

Reviewed  by  GEORGE  R.  FISHER  III 

While  confessing  that  this  book  did  fail  in  its  two  main  goals,  I 
heartily  recommend  that  anyone  interested  in  health  affairs  should 
read  it,  as  well  as  all  other  reports  of  Duke  Private  Sector  Conferences. 
Generous  foundation  support  makes  it  possible  for  Duke  to  invite  the 
major  antagonists  in  current  health  controversies  to  come,  expenses 
paid,  to  a  private  retreat  where  they  can  declare  face  to  face  what  they 
had  previously  been  saying  only  to  their  supporters.  To  read  these 
expurgated  remarks  is  great  fun;  it  is  even  fairly  informative,  showing 
the  directions  in  which  the  movers  and  shakers  are  variously  headed. 

The  conference  under  discussion  was  called  for  the  purpose  of 
examining  whether  the  hospital-centered  practice  of  medicine,  which 
has  been  dominant  for  the  past  century,  is  about  to  change  into  some- 
thing else;  and  whether  it  should;  or  whether  it  can.  Comparatively 
few  of  the  participants  paid  much  attention  to  that  charge,  mostly 
preferring  to  free  associate  with  the  word  "hospital"  as  a  starting  point, 
and  fencing  with  each  other  as  opportunities  presented.  True,  some 
participants,  such  as  John  D.  Thompson  (otherwise  known  as  the 
father  of  DRGs),  gave  a  scholarly  appraisal  of  the  creation  of  the 
modern  hospital  system  by  Lister  and  Nightingale.  With  the  develop- 
ment of  aseptic  surgical  techniques,  Lister  found  it  more  congenial  for 
surgeons  to  perform  their  duties  in  the  hospitals  organized  on  the 
Nightingale  system,  which  up  to  that  time  had  been  exclusively  pop- 
ulated by  indigent  patients.  Surgeons  felt  more  comfortable  doing  their 
work  under  one  roof  with  an  organization  dominated  by  a  head  nurse, 
rather  than  circuit  riding  to  v  arious  premises  such  as  home  care  or- 
ganizations dominated  by  general  practitioners.  Without  going  into 
details,  this  is  a  useful  proposition  for  examining  whether  premises 
have  changed  enough  in  a  hundred  years  to  make  a  return  to  dispersed 
services  a  useful  or  cost-effective  alternative  to  the  undeniably  hyper- 
expensive  hospital  concentration  of  services.  Few  at  the  Private  Sector 
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Conference  bothered  to  address  this  charge  precisely,  and  that  is  a 
disappointment,  a  continuing  need.  In  addition,  there  was  a  fair  amount 
of  disputation  on  a  related  topic,  the  physician  oversupply.  If  surgeons 
are  no  longer  in  short  supply,  perhaps  they  should  no  longer  be  placed 
in  the  center  of  the  lazy  Susan.  There  was  discussion  about  who, 
instead  of  surgeons,  should  really  be  in  charge  of  administrative  con- 
glomerates: the  trustees,  the  JCAH,  the  organized  medical  staff,  or 
others.  No  one  spoke  for  surgeons,  but  perhaps  no  one  needed  to. 

The  other  purpose  for  convening  such  an  annual  debating  contest 
(between  the  AMA  and  the  AHA,  or  the  College  of  Surgeons,  or  the 
medical  analysis  industry,  or  HCFA,  or  the  nurses,  or  the  JCAH,  or  Blue 
Cross)  is  presumably  to  promote  understanding  through  persuasion 
and  the  breaking  of  bread  together.  On  reading  the  transcript  of  the 
conference,  and  noting  that  the  participants  submitted  revised  texts 
for  publication,  a  reader  concludes  that  the  motto  of  the  symposium 
seemed  to  be  "let  you  and  him  fight." 

All  these  reflections  bear  somewhat  on  the  proposal  that  the  College 
should  conduct  a  Health  Policy  Center  along  the  same  general  lines 
of  other  conferences  on  timely  health  topics,  and  publish  the  trans- 
actions. There  can  be  no  doubt  that  Duke  has  accomplished  one  thing 
for  itself  with  these  Private  Sector  Conferences:  They  can  learn  what 
is  going  on,  and  they  can  know  who  the  participants  are.  Those  are 
promising  first  steps  toward  defining  policy. 

829  Spruce  Street,  Suite  308 
Philadelphia,  PA  19107 
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James  H.  Robinson 
1927-1987 

EDWARD  H.  McGEHEE 

James  Herbert  Robinson  died  suddenly  on  June  6,  1986,  while 
visiting  his  son,  a  student  at  Harvard  Medical  School.  The  loss  to  his 
family,  our  College,  the  Episcopal  Church  and  Thomas  Jefferson  Uni- 
versity is  enormous. 

Jim  was  born  in  Altoona  in  1 927.  He  was  graduated  from  high  school 
in  1944,  a  scholar  athlete.  He  served  two  years  in  the  Air  Force  before 
entering  Penn  State,  then,  following  graduation  in  1949,  he  entered 
the  University  of  Pennsylvania,  where  he  received  his  M.D.  degree  in 
1953-  After  a  one-year  rotating  internship  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  he  was  a  surgical  resident  under  Drs.  I.  S. 
Ravdin  and  Jonathan  Rhoads,  finishing  his  training  as  Chief  Resident 
in  1958-59. 

He  was  first  in  practice  at  Mercy  Douglas  Hospital,  where  he  was 
Program  Director  in  the  Department  of  Surgery  and  Associate  Medical 
Director.  After  serving  as  lecturer  in  surgery  at  the  University  of 
Pennsylvania  and  Hahnemann  University,  he  went  to  Thomas  Jefferson 
University  in  1973  as  Clinical  Associate  Professor  of  Surgery.  In  1975 
he  was  appointed  Associate  Dean  and  subsequently  Clinical  Professor, 
Director  of  Minority  Affairs,  Director  of  Student  Affairs  and  Director 
of  the  Office  of  Promotion  and  Academic  Standing. 

Jim  Robinson  set  high  standards  for  himself  and  his  students.  He 
cared  for  his  students  and  toiled  with  them,  convinced  that  "there  is 
a  mistaken  majority  of  people  who  intend  the  best  for  minorities  by 
setting  different  standards,  allowing  less  than  top  notch  performance. 
Blacks  will  not  be  totally  and  equally  regarded  until  that  concept  has 
been  laid  aside." 

His  family  meant  much  to  him.  His  widow,  Soisette  Furlong  Robin- 
son, is  a  Master  of  Social  Work.  James  H.  Robinson,  Jr.,  took  a  Master's 
degree  in  civil  engineering  at  M.I.T  after  graduating  from  Yale;  Charles 
F.  Robinson,  a  lawyer  in  San  Francisco,  was  graduated  from  Harvard 
and  the  Yale  Law  School;  and  Malcolm  Kenneth,  a  former  undergrad- 
uate at  Harvard,  is  currently  in  its  medical  school. 

Dr.  Robinson  was  a  vestryman  at  St.  Thomas's  Church  in  Philadel- 


Transactions  &  Studies  of  the  College  of  Physicians  of 
Philadelphia  ser.  5.  vol.  9.  no.  2  (1987);  144-145. 
CI987  by  The  College  of  Physicians  of  Philadelphia 


144 


Memoir 


phia  and  a  member  of  the  Board  of  Trustees  at  Episcopal  Academy 
and  the  Board  of  Directors  of  the  Episcopal  Community  Services.  He 
served  as  well  on  the  board  of  the  William  Penn  Foundation,  the 
Fellowship  Commission,  Singing  City,  the  Overseers  of  the  Philadel- 
phia Theological  Institute  and  the  Penn  State  Alumni  Association.  He 
was  Vice  Chairman  of  the  Board  of  the  National  Medical  Fellowships. 

Those  who  worked  closely  with  Jim  will  never  forget  his  beaming, 
puckish  grin  when  he  "just  happened  to  have  the  data"  to  support  his 
answer  to  sticky  questions,  and  he  could  also  laugh  when  he  didn't 
have  the  answers. 

His  service  at  St.  Thomas's  was  packed  to  overflowing  with  repre- 
sentatives of  every  organization  dear  to  him.  There  were  words  and 
songs  of  thanks  for  the  pleasures  and  benefits  stemming  from  Jim 
Robinson's  fifty-nine  years. 

1025  Walnut  Street 
Philadelphia,  PA  19107 
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Edward  Rose 
1898-1987 

JOHN  L.  McCLENAHAN 

On  January  29,  1987,  Dr.  Edward  Rose  died  at  Kendal  at  Longwood 
Retirement  Community  in  Kennett  Square,  Pennsylvania.  He  was  eighty- 
nine. 

As  a  boy  he  attended  the  McCallie  School  in  Chattanooga,  Tennes- 
see, where  he  was  born  on  November  18,  1898.  His  father  was  of 
German  descent;  his  mother,  an  unreconstructed  southerner,  is  still 
remembered  for  her  spirited  declamations  before  the  United  Daugh- 
ters of  the  Confederacy.  To  his  great  disappointment  during  childhood 
he  was  denied  participation  in  sports  owing  to  myopic  eyes,  but  he 
devoured  classical  literature — Dickens,  Shakespeare,  Kipling  and  the 
Bible  —  holding  them  permanently  in  an  extraordinarily  retentive 
memory. 

In  1915  he  entered  the  University  of  Pennsylvania,  and  in  1921  was 
graduated  from  its  medical  school.  After  serving  an  internship  at  the 
Presbyterian  Hospital  in  Philadelphia,  he  tested  the  waters  of  surgery 
for  a  year  at  the  Cincinnati  General  Hospital  before  embarking  on  a 
residency  at  the  Hospital  of  the  University  of  Pennsylvania.  In  due 
course  he  was  appointed  instructor  in  medicine  and  was  gradually 
promoted  to  Professor  of  Clinical  Medicine,  retiring  as  Emeritus  in 
1974. 

From  1926  to  1964  he  was  Chief  of  the  Thyroid  (later  Endocrine) 
Section  of  his  department.  He  was  a  member  of  Alpha  Omega  Alpha 
and  Sigma  Xi.  He  was  given  a  Lindbach  Teaching  Award  in  1 96 1 ,  and 
his  talents  were  further  rewarded  with  appointments  as  consultant  at 
the  Bryn  Mawr  Hospital,  the  Burlington  County  Hospital,  the  Chil- 
dren's Hospital  of  Philadelphia,  the  Community  Hospital  of  Jenners- 
ville,  Pa.,  the  Veterans  Hospital  and  the  U.S.  Naval  Hospital  in 
Philadelphia. 

In  1929  he  married  Dr.  Elizabeth  Kirk,  a  pediatrician.  They  had  two 
sons,  Edward  Kirk  and  William  Elliott. 

Between  the  years  1923,  when  he  reported  on  a  case  of  Paget's 
Disease  of  the  Bone  and  1983,  when  his  Memoir  of  Dr.  Richard  Kern 
was  published,  Dr.  Rose  was  the  author  of  ninety-eight  scientific  com- 
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munications  These  dealt  for  the  most  part  with  diseases  of  the  thyroid 
and  parathyroid  glands,  with  occasional  digressions  into  such  fields  as 
pulmonary  tuberculosis,  lupus  erythematosis  and  Cushing's  syn- 
drome. It  was  these  and  his  skill  as  a  teacher  that  established  his 
reputation  as  one  of  America's  most  respected  endocrinologists.  The 
useful  information  they  offered  was  supplemented  by  inspired  dog- 
gerel he  composed  on  festive  occasions  for  the  delectation  of  his 
friends:  "Ode  with  Pavane  for  Two  Endocrinologists,"  "A  Chanson 
D'Amour  to  an  Obstetrician  and  His  Wife,"  and  "A  Philosophic  Melo- 
drama in  One  Act  —  Six  Professors  in  Search  of  a  Diagnosis." 

Under  a  pseudonym  in  an  article  reprinted  in  the  February  1952 
issue  of  the  Atlantic  Monthly*  Dr.  Rose  described  his  personal  trag- 
edy, the  abrupt  onset  of  total  blindness  following  unsuccessful  surgery 
for  retinal  detachment.  This  occurred  when  he  was  forty,  approaching 
the  peak  of  his  career.  The  article,  "The  Light  within  the  Darkness: 
Total  and  Permanent  Blindness,"  serves  as  a  model  of  flawless  prose 
and  a  moving  chronicle  of  one  man's  grace  under  pressure.  "As  an 
opportunity,"  in  his  words,  "for  retrospection,  for  introspection  and 
for  summing  up  of  the  debits  and  credits." 

To  the  wonder  of  his  sighted  colleagues,  Edward  Rose  persevered 
as  a  clinician  and  teacher,  assisted  by  members  of  his  staff  and  by  a 
wife  whose  devotion  and  versatile  skills  were  a  source  of  admiration 
for  all  who  witnessed  them.  Relying  on  "an  attentive  ear,  palpation, 
and  a  keen  olfactory  sense,"  he  continued  to  practice,  teach  and  write 
for  thirty-six  years. 

Certified  in  1936  by  the  American  Board  of  Internal  Medicine,  Dr. 
Rose  was  a  member  of  eleven  national  and  local  medical  societies.  He 
served  as  vice  president  of  the  American  Thyroid  Association,  presi- 
dent of  the  American  Clinical  and  Climatological  Association  and 
Chairman  of  the  Section  on  General  Medicine  of  the  College  of  Phy- 
sicians of  Philadelphia. 

In  addition  to  his  widow,  two  sons  and  two  grandsons,  he  leaves  a 
treasure  of  work  well  done  and  a  host  of  devoted  friends  and  patients 
whose  lives  were  touched  by  his  honesty  and  humor.  At  a  time  when 
so  much  of  medicine  is  mechanical,  they  remember  what  an  enlight- 
ened mind  can  deduce  at  the  bedside  through  a  disciplined  use  of  five 
senses,  or  even  four. 

•Chapter  5  in  When  Doctors  Are  Patients,  edited  by  N.  Pinter  and  B.  F.  Miller.  New  York  \\ 
W.  Norton  &  Co.,  1952. 

19  South  22nd  Street 
Philadelphia,  PA  19103 
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Read  at  the  Centennial  Dinner  of  the  College  of  Physicians 
of  Philadelphia,  January  4,  1887. 

By 

S.  WEIR  MITCHELL,  M.D. 


A  Doctor's  century  dead  and  gone! 

Good-night,  —  to  those  one  hundred  years  — 
To  all  the  memories  they  bear 

Of  honest  help  for  pains  or  tears. 

Good-night!  a  century's  good-night, 

To  such  as  for  our  noble  guild 
Stood  firm  when  death  was  in  the  air 

And  fear  all  meaner  bosoms  filled. 

To  them  that  like  St.  Christopher, 

When  north  and  south  were  sad  with  graves, 

Bore  the  true  Christ  of  charity 
Across  the  battles'  crimson  waves. 

Good-night  to  all  that  shining  line, 

—  Our  peerage  —  yea,  our  lords  of  thought. 

Their  blazonry  unspotted  lives 

Which  all  the  ways  of  honor  taught. 

A  gentler  word,  —  as  proud  a  thought, — 

For  those  who  won  no  larger  prize 
Than  humble  days  well  lived  can  win 

From  thankful  hearts  and  weeping  eyes. 

Too  grave  my  song,  —  a  lighter  mood 

Shall  bid  us  scan  our  honored  roll, 
For  jolly  jesters  gay  and  good, 

Who  healed  the  flesh  and  charmed  the  soul, 

*From  Transactions  of  the  College  of  Physicians  of  Philadelphia,  1887,  3rd  Series,  Vol  ix, 
pp.  cdxi  —  cdxix. 
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And  took  their  punch,  and  took  the  jokes 
Would  make  our  prudish  conscience  tingle, 

Then  bore  their  devious  lanterns  home, 
And  slept,  or  heard  the  night-bell  jingle. 

Our  century's  dead;  God  rest  his  soul! 

Without  a  doctor  or  a  nurse, 
Without  a  "post,"  without  a  dose, 

He's  off  on  Time's  old  rattling  hearse. 

What  sad  disorder  laid  him  out 

To  all  pathologists  is  dim; 
An  intercurrent  malady — 

Bacterium  chronos  finished  him — ! 

Our  new-born  century,  pert  and  proud, 

Like  some  young  doctor  fresh  from  college, 

Disturbs  our  prudent  age  with  doubts 
And  misty  might  of  foggy  knowledge. 

Ah,  but  to  come  again  and  share 

The  gains  his  calmer  days  shall  store, 

For  them  that  in  a  hundred  years 

Shall  see  our  "science  grown  to  more." 

Perchance  as  ghosts  consultant  we 
May  stand  beside  some  fleshly  Fellow, 

And  marvel  what  on  earth  he  means, 

When  this  new  century's  old  and  mellow. 

Take,  then,  the  thought  —  that  wisdom  fades, 
That  knowledge  dies  of  newer  truth, 

That  only  duty  simply  done 

Walks  always  with  the  step  of  youth. 

A  grander  morning  floods  our  skies 
With  higher  aims,  and  larger  light. 

Give  welcome  to  the  century  new, 
And  to  the  past  a  glad  good-night — ! 
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1787.  1887. 

THE 
CENTENNIAL 

OF 

THE  COLLEGE  OF  PHYSICIANS  OF  PHILADELPHIA. 

Menu  Card  of  Dinner,  January  4,  1887 

"Feasts  so  solemn  and  so  rare, 

Since,  seldom  coming,  in  the  long  years  set, 
Like  stones  of  worth  they  thinly  placed  are, 

Or  captain  jewels  in  carcanet." 

— Shakespeare,  Sonnet  52. 

MENU. 

Huitres  en  Coquille. 

Hunt  Sauterne. 
This  is  no  fish  but  an  islander.  —  Tempest,  II.  ii. 

Gape  open  wide  and  eat  him  quicke.  — Richard  III.,  I.  ii. 

If  he  were  opened  and  you  find  so  much  blood  in  his  liver  as  will  clog  the  foot  of  a 
flea  I'll  eat  the  rest  of  the  anatomy.  —  Twelfth  Night,  III.  ii. 

POTAGE. 
Puree  a  la  Reine. 

Amontillado. 

1st  Witch.  —  Boil  thou  first  i'  th'  charmed  pot. — Macbeth,  TV  i. 

POISSON. 
Eperlans,  Sauce  Tartare. 

Liebfraumilch. 

That  wood  the  slimy  bottom  of  the  deep.  — Richard  HI,  I.  iv. 

Pommes  de  Terre  Parisiennes.  Concombres. 

Thou  shouldst  hazard  thy  life  for 
thy  dinner.  —  Timon,  TV.  Hi. 
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RELEVEE. 
Filet  de  Bucuf  aux  Champignons 

Chateau  Bon  iliac. 

Croquettez  de  Riz.  Haricots  Verts. 

I  am  almost  ashamed 
To  say  what  good  respect  I  have  of  thee. — King  John,  ILL  iv. 

ENTREE. 
Cotelettes  de  ris  de  Veau  Royale. 

Veuve  Clicquot — Pommery  Sec. 

Petit  Pois. 

The  tender  of  a  wholesome  weal. — Lear,  I.  it. 

Cailles  Farcies  aux  Truffes. 

They  kill  us  for  their  sport. — Lear,  LV  i. 

What  need  I  thus 
My  well-known  hody  to  anatomize 
Among  my  household? — //  Henry  LV,  Induction. 

Punch  Romain. 
Let  thy  friendly  hand 
Put  strength  enough  to  t.  — Lear,  PV.  vi. 

Terrapin.  Pommes  Soufflees. 

This  Alchemy, 
To  make  of  monsters,  and  things  indigest, 
Such  cherubins  as  your  sweet  self  resemble. — Sonnet,  1 14. 

ROTI. 
Canard  Sauvage. 

A  dish  for  the  gods,  if  the  devil  dress  her  not.  — Ant.  and  Cleo.,  V.  i. 

Salade  de  Celeri  Mayonnaise. 
Trimly  dress'd, 
Fresh  as  a  bridegroom.  — /  Henry  LV,  I.  Hi. 

FROMAGE. 
Roquefort.        Brie.  Creme. 
You  shall  nose  him  as  you  go  up  the  stairs. — Hamlet,  PV.  Hi. 

Sullen  presage  of  your  own  decay. — King  John,  I.  i. 

ENTREMET. 
Glace  Napolitaine. 
Bid  the  Winter  come 
To  thrust  his  icy  fingers  in  my  maw. — King  John,  V.  vii. 
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DESSERT. 
Fruits.        Amandcs  Roties. 
The  bounteous  housewife,  Nature,  on  each  bush 
Lays  her  full  mess  before  you.  —  Timon,  TV.  Hi. 

Cafe. 

As  black  as  Vulcan  in  the  smoke  of  war.  —  Twelfth  Night,  V. 

Cigares. 

Cognac. 
Best  of  comfort 
And  ever  welcome  to  us.  —  Twelfth  Night,  II.  vi. 

Will  you  play  upon  this  pipe? — Hamlet,  III.  ii. 

THE  LOVING  CUP. 
Love  and  health  to  all; 
I  drink  to  the  general  joy  of  the  whole  table. — Macbeth,  III. 

TOASTS. 

1.  The  Founders 

2.  The  Fellows. 

3-  The  Associate  Fellows. 

4.  The  Physician. 

5.  The  Surgeon. 

6.  The  Obstetrician. 

The  Medical  Societies  of  America 
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Items  of  Interest  from  Philadelphia  Medical  Centers 


Thomas  Jefferson  University.  A 

recent  grant  from  Bell  of  Pennsyl- 
vania will  support  a  Multiple  Scle- 
rosis Comprehensive  Clinical 
Center  under  the  direction  of  Fred 
D.  Lublin,  AID.,  and  Robert  L. 
Knobler,  AI  D. 

David  K  Johnson,  D.VM.,  has  heen 
appointed  the  veterinarian  for  the 
university  and  director  of  the  office 
of  animal  resources. 

The  appointment  has  been  an- 
nounced of  Clara  A  Callahan,  M.D, 
to  be  assistant  dean  for  student  af- 
fairs. 

The  Nyswander  &  Dole  Award 
for  Outstanding  Contribution  to 
Methadone  Treatment  in  the  Com- 
monwealth of  Pennsylvania  has  been 
given  to  Loretta  P.  Finnegan,  M.D. 

Effective  last  February,  Richard  N. 
Edie,  AI  D.,  has  served  as  chief  of  the 
division  of  cardiothoracic  surgery 
in  the  department  of  surgery. 

A  newly  established  office  of  ac- 
ademic computing  will  be  under  the 
supervision  of  Rodney  B.  Murray, 
Ph.D. 

Thomas  D.  Duane,  M.D.,  Ph.D., 
has  been  named  "Ophthalmologist 
of  the  Year"  by  the  Philadelphia 
Ophthalmic  Club. 

John  J.  Gartland,  M.D.,  has  been 
named  president-elect  of  the  Coun- 
cil of  Medical  Specialties. 


University  of  Pennsylvania 
Health  Institutions.  Kenneth  A 
AlacAfee,  D.M.D.,  has  been  ap- 
pointed Oral  and  Maxillofacial  Sur- 
geon of  the  Department  of  Dental 
Surgery. 

A  grant  from  The  Pew  Neurosci- 
ences  Program  will  establish  a  new 
research  program  in  clinical  neuro- 
sciences  at  the  David  Mahoney  In- 
stitute of  Neurological  Sciences.  Its 
core  investigators  include  Robert 
Barchi,  AID.,  Ph.D.,  Marc  Dichter, 
AID.,  Ph.D.,  Perry  Molinoff,  M.D., 
Alartin  Reivich,  M.D.,  and  Michael 
White,  Ph.D. 

Robert  M.  Stein,  M.D.,  has  been 
appointed  director  of  development 
of  the  University  of  Pennsylvania 
Medical  Center. 

Announcement  has  been  made  of 
the  appointment  of  Elliot  J.  Suss- 
man,  M.D.,  to  be  the  first  Executive 
Director  of  the  Clinical  Practices  of 
the  University  of  Pennsylvania. 

The  President's  New  Researcher 
Award  of  the  Association  for  the  Ad- 
vancement of  Behaviour  Therapy  has 
been  given  to  Thomas  A  Wadden, 
Ph.D. 

The  Alumni  Award  of  Merit  this 
year  was  given  to  Henry  A  Jordan, 
M.D. 

A  committee  of  the  School  of 
Medicine  has  approved  a  proposal 
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to  amend  the  requirements  for  ad- 
mission to  the  School  to  the  end  of 
encouraging  candidates  to  obtain  a 
broad  liberal  arts  education  while 
undertaking  appropriately  rigorous 
preparation  in  the  sciences. 

Richard  G.  Schmidt,  M.D.,  has 
been  appointed  director  of  the  newly 
established  bone  banking  facility. 

The  first  incumbent  of  the  Sylvan 
H.  Eisman  Professorship  is  to  be 
Lawrence  H.  Beck,  M.D. 

In  May  the  Institute  for  Environ- 
mental Medicine  honored  its  found 
ing     director,     Christian  J. 
Lambertsen,  M.D.,  with  a  special 
symposium. 

Peter  C.  No  we  1 1,  M.D.,  is  the  re- 
cipient of  the  1 987  Robert  Roesler 
de  Villers  Award  of  the  Leukemia 
Society  of  America. 


The  Medical  College  of  Penn- 
sylvania. A  grant  has  been  received 
from  the  National  Institute  of  Men- 
tal Health  to  study  "Rape  Victims: 
Persistent  Reactions  and  Their 
Treatment."  The  principal  investi- 
gator will  be  Edna  B.  Boa,  Ph.D. 

Donald  Kaye,  M.D.,  has  been 
elected  the  first  president  of  the 
Pennsylvania  Chapter  of  the  Amer- 
ican College  of  Physicians. 

Rosaline  R  Joseph  M.D,  has  been 
elected  president  of  the  Philadel- 
phia Division  of  the  American  Can- 
cer Society. 

Hahnemann  University.  Wil- 
liam S.  Frankel,  M.D.,  has  been  ap- 
pointed Thomas  J.  Vischer  Professor 
and  chairman  of  the  Department  of 
Medicine. 
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Mr.  President,  Fr  iends  and  Colleagues, 

It  is  our  distinct  pleasure  toclav  to  welcome  Ronald  \\.  Reagan,  the  President 
of  the  United  States,  in  celebration  of  the  200th  anniversary  of  the  founding  of 
the  College  of  Physicians  of  Philadelphia.  We  are  particularly  pleased  that  at  a 
forum  held  at  the  college  earlier  in  the  day  a  panel  of  our  members  exchanged 
views  with  the  President  on  key  health  issues  which  conf  ront  the  nation  today  and 
which  will  help  shape  health  care  policy  for  the  twenty-first  century.  We  look 
forward  to  the  President's  remarks  following  the  luncheon  when  he  will  share  his 
insights  on  these  pivotal  questions  with  all  of  us. 

Philadelphia  was  (he  cradle  of  American  Medic  me  and  the  College  founders 
were  the  prime  movers  of  that  effort.  The  College  continues  to  encourage  the 
highest  t  t hit  al  stand. nds  in  medical  practice  and  the  most  enlightened  and  caring 
support  for  the  sit  k.  We  do  this  In  bringing  together  in  a  neutral  forum  physicians 
and  other  health  care  experts  with  main  diffe  ring  points  of  view.  We  have  no 
special  axe  to  grind  except  to  gather  and  disseminate  the  thoughts  and  opinions 
of  the  best  minds  in  medicine  for  the  common  good.  This  is  expressed  in  our  200 
veai  old  Latin  motto — "NON  SIBI  SKI)  TO  I  I" — "Not  for  oneself  but  for  all." 

The  College  ol  Physicians  is  a  medical  academy  to  whic  h  fellows  are  elec  ted 
by  virtue  of  their  professional  achievements  and  of  their  common  interest  in  the 
studv  and  discussion  of  scientific,  political,  social,  and  ethical  issues  relating  to 
medicine  and  health  care.  Main  of  the  College's  lectures  and  symposia  are  free 
and  open  to  the  public .  I  he  ( College  possesses  one  of  the  largest  and  finest  medical 
libraries  in  the  country  with  unsurpassed  historical  collections.  Additionally,  the 
College  contains  a  world  famous  medical  museum.  The  Mutter  Museum,  and  an 
historical  institute,  the  Francis  (   Wood  Institute  for  the  Historv  of  Medic  me. 

As  the  college  enters  its  third  cen(ury,  Presidem  Reagan's  visit  Ixnh  honors 
and  reinforces  its  commitment  to  continue  serv  ing  the  nation  in  seeking  solutions 
to  new  and  emerging  problems  in  the  delivery  of  quality  health  care. 


Cordially, 


Lewis  L.  Coriell,  M.D.,  Ph.D. 
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others  abhor.  If  there  is  one  dimension  of  the  current  metamorphosis 
of  medical  ethics  that  would  have  most  distressed  the  founders  of  the 
College,  it  is,  1  believe,  the  way  the  idea  of  a  profession  is  being 
eorroded  by  reasons  of  exigency  or  self-interest. 

What  Is  Ethics? 

Today  we  face  all  these  questions  with  a  very  different  view  of  ethics 
than  the  traditional  one. 

For  most  of  its  history,  ethics  has  been  a  normative  science  defining 
the  right  and  good  in  human  actions  and  telling  us  what  kind  of  persons 
we  should  be.  More  recently,  in  deference  to  the  moral  pluralism  of 
our  times,  ethicists  have  abandoned  the  normative  quest  of  classical 
ethics.  They  limit  its  functions  to  conceptual  clarification  and  conflict 
resolution.  Instead  of  defining  the  good  life,  and  a  good  life,  ethics  is 
now  seen  as  primarily  a  tool  for  solving  dilemmas  and  quandaries. 

But,  without  normative  force,  ethics  becomes  little  more  than  a 
frustrating  search  for  consensus.  It  ends  all  too  often  in  little  more 
than  a  definition  of  irreconcilable  differences.  When  ethics  surrenders 
its  claim  to  judge  substantive  moral  issues,  it  becomes  instead  the 
morality  of  procedure.  Without  its  pristine  normative  force,  ethics 
loses  its  primacy  of  moral  judgment  over  other  endeavors.  Non-moral 
arguments  thus  gain  ethical  force.  Economics,  law,  science  or  medicine 
itself  subsumes  the  functions  of  ethics. 

One  of  our  first  problems,  then,  is  to  decide  what  ethics  is  good  for. 
If  we  despair  of  ethics'  ever  answering  moral  questions  definitively, 
we  w7ill  have  to  retreat  from  all  substantive  moral  questions  and  focus 
only  on  the  morality  of  the  decision-making  process.  The  morality  of 
the  process  will  take  primacy  over  the  morality  of  the  decision  it 
produces. 

This  may  be  the  best  we  can  hope  for  in  such  a  morally  pluralistic 
society  as  ours.  The  effort  must  not  be  depreciated  even  while  we 
recognize  its  limitations.  This  is  the  thrust  of  the  multiple  reports  of 
the  President's  Commission  for  the  Study  of  Ethical  Problems  in  Med- 
icine and  Biomedical  and  Behavioral  Research,  of  numerous  court 
decisions  and  of  hospital  ethics  committees.  Such  efforts  are  essential 
in  settling  disputes  in  a  peaceable  way.  But  we  must  remember  that 
they  leave  the  substantive  issues  unresolved.  We  must  recognize  the 
limitations  of  a  purely  procedural  ethics  when  we  undertake  to  recon- 
struct a  viable  medical  ethics  for  the  future.  Especially  we  must  not 
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forget  that  the  Tightness  or  wrongness  of  human  acts  is  not  in  the  end 
defined  by  vote  or  even  soc  ial  consensus 

The  Shape  of  Medical  Ethics  to  Come 

These  are  but  a  few  of  the  complex  questions  that  must  be  resolved 
if  the  ethics  of  the  medical  profession  is  to  be  reconstructed.  At  the 
moment  the  precise  answers  are  not  at  all  clear.  Yet  I  think  the  skeletal 
anatomy  of  medical  ethics  for  the  future  is  beginning  to  take  shape. 

First,  it  seems  very  unlikely  that  unanimity  will  be  achieved  on  the 
most  fundamental  questions — those  relating  to  the  meaning,  purpose 
and  value  of  human  life.  We  can  expect,  therefore,  a  pluralism  of 
professional  codes  in  place  of  the  traditional  single  code. 

One  group  of  physicians  will  continue  to  make  an  explicit  commit- 
ment to  the  good  of  the  patient  as  the  ordering  principle  of  their 
medical  ethics.  They  will  accept  the  fact  that  some  degree  of  efface- 
ment  of  their  own  self-interest  is  necessary  to  protect  the  patient's 
welfare.  For  this  group,  such  practices  as  for-profit  medicine;  the  var- 
ious forms  of  medical  entrepreneurship;  investment  in,  and  ownership 
of,  medical  facilities;  and  holding  stock  in  drug  companies,  nursing 
homes  and  the  like  would  be  morally  unacceptable.  For  this  group  the 
concept  of  medical  and  health  care  as  a  commodity,  or  the  physician- 
patient  relationship  as  a  legal  contract,  would  be  morally  repugnant. 
They  would  in  essence  be  committing  themselves  to  the  obligations 
of  a  true  profession. 

My  conversations  with  physicians  around  this  country — in  practice 
and  academia  —  convince  me  that  a  significant  number  of  physicians 
want  to  commit  themselves  to  those  ideals.  Indeed,  many  would  not 
want  to  remain  in  medicine  if  they  could  not  do  so.  It  would  be  tragic, 
indeed,  if  the  profession  lost  this  group,  many  of  whom  are  its  most 
dedicated  members. 

For  another  group  all  of  the  things  the  first  group  abjures  would  be 
acceptable  and,  indeed,  desirable.  For  this  group  economic  forces 
would  have  a  dominant  influence.  The  physician's  enlightened  self- 
interest,  his  pursuit  of  profit,  the  treatment  of  medical  care  as  a  com- 
modity, all  forms  of  medical  entrepreneurship  from  investment  to 
ownership,  for-profit  hospitals,  health-care  corporations,  and  for-profit 
HMOs  would  all  be  morally  legitimate.  The  ethics  of  the  marketplace 
would  be  acceptable  and,  indeed,  regarded  as  the  only  "realistic"  form 
of  medical  ethics.  This  group  would  argue  like  Adam  Smith  that  in  the 
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long  run,  the  physician's  pursuit  of  his  own  self-interest  would  redound 
to  the  best  interests  of  the  patient. 

A  third  group  might  prefer,  or  feel  impelled  to  accept,  the  mores  <>! 
the  corporate  employee  —  the  physician  as  proletarian  and  as  an  agent 
Of  productivity  in  the  health-care  "industry."  The  "product"  would  be 
health  and  medical  care.  Such  things  as  unionization,  collective  bar- 
gaining, the  right  to  strike,  the  conditions  of  work,  benefits,  pay  scales 
and  participation  in  management  would  form  the  foci  of  ethical  con- 
cern for  this  group. 

Many  physicians  and  policy  makers  today  favor  the  ethics  of  the 
entrepreneur  or  the  proletarian.  They  are  as  sincere  in  their  commit- 
ment as  those  who  hold  to  a  more  traditional  view  of  medical  ethics. 
I  would  argue  strenuously  not  against  their  sincerity  but  against  the 
ethical  validity  of  their  positions. 

There  are  obviously  other  forms  of  commitment  and  variations  and 
combinations  of  these  three  basic  types.  Some  will  be  morally  defen- 
sible; some  will  not.  What  is  certain  is  that  different  values,  different 
commitments  and,  hence,  different  ethical  norms  will  motivate  medi- 
cal and  other  health-care  professionals.  The  traditional  concept  of  a 
universally  held  set  of  medical-professional-ethical  norms  does  not 
seem  possible  to  resuscitate. 

If  this  is  so,  justice  demands  that  each  group  of  physicians  and  each 
health-care  institution  make  an  explicit  public  declaration  of  the  moral 
principle  and  commitments  that  guide  it.  It  will  also  be  morally  req- 
uisite to  disclose  the  physician's  financial  interests  in  the  facilities  and 
institutes  he/she  uses  or  to  which  his/her  patients  are  referred.  This  is 
the  only  way  patients  can  know  what  to  expect  and  whom  to  avoid 
because  of  conflict  of  interest.  In  the  future,  patients  can  no  longer 
assume  that  every  physician  will  respect  the  traditional  ethical  com- 
mitments of  the  Hippocratic  tradition  as  exemplified  in  Anglo-Amer- 
ican medical  ethics. 

Moral  pluralism  is  a  fixture  of  our  society.  It  will  be  reflected  in 
medical  ethics  as  well.  As  a  result  we  can  expect  that  patients  will 
choose  physicians  and  health-care  institutions  on  the  basis  of  their 
moral  commitments  as  much  as  their  technical  capabilities.  This  will 
especially  be  the  case  with  human  life  issues,  such  as  abortion,  eu- 
thanasia, sterilization,  discontinuance  of  life-support  measures,  repro- 
ductive technologies,  genetic  counseling,  respect  for  living  wills  and 
all  those  other  ethical  issues  that  touch  on  our  most  fundamental 
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philosophical  and  theological  beliefs. 

Instead  of  the  reconstruction  of  a  single  edifice  of  medical  ethics, 
we  can  anticipate,  therefore,  a  plurality  of  sets  of  ethical  commitments 
This  will  no  doubt  divide  the  profession  and  create  tensions  within  it 
and  with  society.  We  must  learn  to  live  with  the  reality  of  the  incom- 
patibility in  the  presuppositions  inherent  in  these  divergent  sets  of 
ethical  commitments.  On  some  critical  points  moral  beliefs  will  con- 
tradict each  other  so  seriously  that  peaceable  coexistence  may  be- 
come impossible.  Whenever  this  occurs  the  courts  will  be  invoked, 
and  ethical  disputes  will  unfortunately  be  decided  on  legal,  not  ethical 
arguments. 

All  unanimity  will  not  disappear,  however.  As  the  work  of  the  Prcs 
ident's  Commission  shows,  a  new  consensus  is  growing  that  can  pro- 
vide some  possibility  for  a  shared  basis  for  medical  ethics."  I  see  the 
emergence  of  a  common  platform  on  which  several  different  ethical 
structures  will  be  erected.  That  platform  will  consist  of  a  combination 
of  ethical  commitments  from  the  past  and  those  from  the  present. 
From  the  past  I  expect  that  the  commitments  to  competence,  com- 
passion, confidentiality  and  the  patient's  good  will  be  retained.  From 
the  changes  in  the  last  two  decades,  several  new  commitments  will 
be  added:  respect  for  patient  autonomy  —  especially  as  evidenced  in 
informed  consent,  acceptance  of  surrogate  decision-makers,  living  wills 
and  other  forms  of  anticipatory  declarations,  use  of  ethics  committees, 
the  discontinuation  of  futile  life-support  measures  that  merely  prolong 
dying,  increased  participation  by  patients  in  all  clinical  decisions  and 
a  greater  respect  for  the  moral  accountability  of  each  member  of  the 
health-care  team.  On  these  issues  there  is  a  growing  consensus  among 
physicians,  patients,  nurses,  administrators  and  the  courts.  Yet  even 
here  there  will  be  wide  variations  in  interpretation  and  practice  be- 
cause the  underlying  moral  beliefs  are  so  widely  divergent. 

Lest  my  predictions  seem  too  unsettling,  we  must  recall  that  una- 
nimity has  not  always  been  the  rule  in  the  history  of  medical  ethics. 
Even  at  its  beginnings,  only  a  small  proportion  of  physicians  dedicated 
themselves  to  the  lofty  commitments  of  the  Hippocratic  ethic.  The 
majority  of  Greek  physicians  were  primarily  craftsmen  and  business- 
men. They  adhered  more  to  the  utilitarian  ethics  of  a  business  than 
the  self-effacing  ethics  of  the  Hippocratic  Oath.8 

Our  task  today  is  to  design  a  new  structure  congruent  with  the  best 
from  traditional  and  contemporary  medical  ethics.  From  now  on, 
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however,  the  effort  can  no  longer  be  confined  to  the  medical  profes- 
sion. Dialogue  with  the  public  as  well  as  the  other  health  professions 
is  now  essential. 

Such  an  effort  will  necessarily  be  difficult  and,  at  times,  divisive.  Our 
profession  has  long  been  accustomed  to  defining  its  ethics  lor  itself, 
by  itself  and  in  isolation  from  the  other  professions  and  the  public. 
The  collaborative  process  I  am  suggesting  would  astound  our  prede- 
cessors as  much  as  the  actual  content  of  the  ethical  systems  that  will 
emerge. 

One  of  the  necessary  developments,  in  my  opinion,  is  the  formula- 
tion of  a  uniform  ethics  of  the  health  professions  as  a  whole  one  that 
would  bind  physicians,  nurses  and  dentists.  This  would  focus  on  the 
moral  obligations  we  all  share  in  caring  for  the  sick.  What  is  common 
to  all  health  professions  is  the  promise  to  use  technical  knowledge  for 
the  good  of  the  patient.  Commitments  to  competence,  compassion, 
effacement  of  self-interest,  fidelity  to  promises,  and  truth-telling  are 
intrinsic  to  the  whole  enterprise  of  healing.  These  commitments  could 
constitute  the  basis  for  a  common  ethical  code  of  the  healing  profes- 
sions. On  this  common  base  each  profession  would  then  erect  a  set  of 
further  obligations  more  specific  to  its  role  in  health  care 

In  predicting  a  plurality  of  medical  ethical  systems,  I  do  not  intend 
to  give  sanction  to  moral  relativism.  The  several  systems  I  foresee  do 
not  have  equal  moral  coherence  or  validity.  Indeed,  some  are  morally 
wrong.  The  reality  of  moral  pluralism  does  not  excuse  us  from  the 
hard  task  of  seeking  moral  truth.  We  are  still  responsible  for  faulty 
moral  reasoning  and  action. 

I,  for  example,  would  argue  against  the  absolutization  of  the  auton- 
omy principle,  the  legitimation  of  medical  entrepreneurship  and  for 
profit  health  care;  against  physicians  as  rationers  of  health  care,  as 
judges  of  the  quality  of  life  of  their  patients,  of  procedure  as  opposed 
to  substance  in  moral  decisions,  against  euthanasia  and  abortion.  I 
hold  firmly  to  the  classical  notion  of  ethics  as  a  normative  science 
capable  of  grasping  objective  moral  truth  by  the  use  of  human  reason. 
I  hold  too  to  the  place  of  religious  belief  as  the  ultimate  source  of 
morality. 

I  understand  that  these  are  contestable  positions — the  stuff  of  which 
ethical  discourse  is  made.  In  a  democratic  and  pluralistic  society  we 
must  learn  to  live  with  our  differences,  to  discuss  them  civilly  and 
respectfully  while  maintaining  personal  moral  accountability.  We  can 
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advance  our  own  beliefs  by  persuasion  and  democratic  processes  not 
by  force.  This  is  a  more  mature  and  a  healthier  view  of  ethics  than  in 
days  past.  It  means  that  physicians  must  be  educated  well  enough  to 
define  precisely,  and  to  resolve,  the  moral  dilemmas  in  their  individual 
clinical  decisions  and  to  engage  in  public  dialogue  on  the  many  moral 
issues  our  technologic  and  sociocultural  milieu  present  in  such  abun- 
dance. 

Recognition  of  the  need  for  formal  skills  in  ethics  has  brought  about 
a  revival  of  interest  in  both  the  liberal  arts  and  ethics  in  the  education 
of  physicians.  Such  an  education  has  always  been  intrinsic  to  being  a 
good  physician.  But  one  of  the  more  dangerous  illusions  today  is  that 
somehow  physicians  automatically  acquire  ethical  skills  or  possess 
them  congenitally.  We  would  shrink  from  such  naivete  in  scientific 
matters.  We  must  also  do  so  in  the  matter  of  ethics,  which  is  an 
intellectual  discipline  in  its  own  right. 

In  a  technologically  oriented  society,  the  widespread  study  of  the 
liberal  arts,  of  values  and  ethics  is  required  if  we  are  not  to  be  over- 
whelmed by  our  own  technological  creations  or  become  totally  sub- 
servient to  the  experts  in  technology  or  ethics,  for  that  matter. 

Were  the  College  founders  with  us,  I  fully  believe  they  would  have 
taken  the  task  of  reconstructing  medical  ethics  as  their  own.  They 
recognized  the  challenge  of  their  time  to  make  medicine  a  rational 
and  scientific  discipline.  Those  who  succeed  them  in  the  College 
today  will,  I  am  sure,  recognize  the  challenge  to  the  moral  integrity 
of  our  profession. 

Today's  revolution  in  medical  ethics  is  as  profound  and  significant 
for  society  as  the  past  200  years  of  revolution  in  medical  science  has 
been.  Medical  ethics  must  keep  pace  with  scientific  advances.  Without 
ethics  science  would  distort  medicine;  without  ethics  medicine  could 
pervert  its  own  humane  purposes.  As  we  enter  the  twenty-first  century 
our  task  is  to  relate  science,  medicine  and  ethics  in  such  a  way  that 
we  can  continue  to  gain  new  knowledge  about  health  and  disease,  that 
we  can  apply  that  knowledge  through  medical  practice  and  that  we 
can  put  both  medicine  and  science  to  humane  use  through  ethics. 
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I  do  not  think  that  I  would  be  amiss  it  I  suggested  that  men  like 
Rush,  Redman  and  Morgan,  whose  portraits  look  down  on  us.  would 
see  the  task  of  reconstructing  medieal  ethics  as  a  major  responsibility 
of  the  College  they  founded  with  such  high  hope  200  years  ago. 

The  Joseph  and  Rose  Kenneth  Institute  of  lithics 
Georgetown  University 
Washington,  D  C.  20057 
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Reviewed  by  DAVID  E.  EPSTEIN 

Dr.  Paul  Carrick  has  written  a  scholarly,  highly  readable  study  of 
the  medical  ethics  of  ancient  Greece  and  Rome.  Drawing  extensively 
on  both  primary  texts  and  the  critical  work  of  others,  he  has  crafted 
a  comprehensive  account  of  the  important  philosophical  and  moral 
currents  that  shaped  the  practice  of  medicine  in  the  ancient  world. 
Although  the  physicians  of  antiquity  were  spared  some  of  the  moral 
dilemmas  created  by  modern  medical  technology,  they  and  the  phi- 
losophers of  their  time  debated  the  ethics  of  euthanasia,  abortion,  and 
eugenics  and  anticipated  modern  concerns  regarding  sensitive  aspects 
of  the  doctor-patient  relationship,  such  as  confidentiality,  patients' 
rights,  truth-telling,  and  professional  commitment.  Much  can  be  learned 
from  classical  writings  on  these  subjects,  and  Dr.  Carrick  has  done  a 
great  service  in  organizing  them  in  accessible  form  and  relating  them 
to  contemporary  concerns. 

Because  of  its  enduring  prominence,  the  Hippocratic  Oath  is  widely 
assumed  to  represent  the  dominant  medical-ethical  ideal  that  prevailed 
in  ancient  Greece.  Carrick  challenges  this  popular  conception,  dem- 
onstrating convincingly  the  absence  of  a  singular,  authoritative  ethical 
tradition  governing  the  development  of  ancient  medical  practice.  Not 
surprisingly,  in  a  historical  period  of  great  intellectual  ferment,  various 
distinct  philosophical  schools  of  thought  espoused  sharply  differing 
positions  regarding  the  role  and  responsibilities  of  medical  practition- 
ers and  found  adherents  among  physicians.  Pythagorean  thought,  for 
example,  presumed  a  belief  in  a  Supreme  Being  that  values  each  human 
soul  and  holds  each  human  life  to  be  of  intrinsic  value,  and,  on  this 
basis,  categorically  opposed  abortion,  suicide  and  euthanasia.  Plato,  in 
contrast,  found  abortion,  euthanasia  and  infanticide  to  be  justifiable 
on  utilitarian  grounds,  consistent  with  the  view  that  the  value  of  an 
individual  is  ultimately  defined  by  the  society  as  a  whole  and  is  sub- 
ordinate to  the  common  good.  Yet  a  third,  in  some  respects  more 
complex,  influential  perspective  was  provided  by  Aristotle,  who  fa- 
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vored  infanticide  for  defective  newborns  on  the  grounds  that  they 
lacked  the  capacity  for  a  "minimal  good  life,"  while  strongly  opposing 
euthanasia  because  of  his  belief  —  later  shared  by  the  Stoics  —  that 
dying  constitutes  an  important  moral  challenge  that  one  should  ton 
front  bravely.  Abortion  was  deemed  acceptable  up  to  such  time  as  the 
fetus  was  considered  to  be  informed  by  a  "rational  soul."  In  his  discus- 
sion of  these  issues,  Carrick  provides  much  evidence  of  a  diversity  of 
approaches  to  the  ethical  challenges  of  medical  practice  in  antiquity 
and  clearly  places  each  perspective  in  broad  philosophical  context. 

What,  then,  was  the  historical  significance  of  the  Hippocratic  Oath? 
Carrick  suggests  that  the  Oath,  far  from  representing  the  dominant 
ethos  of  ancient  medicine,  was  most  likely  an  esoteric  document 
reflecting  the  views  of  a  relatively  small  group,  possibly  a  movement 
aimed  at  reforming  Greek  medical  practice.  Some  scholars,  notably 
Edelstein,  have  argued  that  the  Oath  was  the  exclusive  product  of  the 
Pythagoreanism  of  the  fourth  century  B.C.E.;  Carrick  disagrees,  but 
does  credit  the  Pythagorean  school  with  decisive  influence  on  the 
ethos  articulated  by  Hippocrates.  Interestingly,  those  strains  of  Greek 
moral  thought  that  found  expression  in  the  Oath  paralleled  then- 
current  Hebraic  teachings  and  subsequent  Christian  teachings,  all 
emphasizing  the  supreme  value  of  human  life.  Whatever  its  exact 
origins — a  question  that  remains  in  dispute — the  Oath  thus  embodies 
a  timeless  and  near-universal  ideal,  which  no  doubt  accounts  for  its 
remarkable  relevance  to  the  concerns  of  the  medical  profession  for 
almost  2,500  years. 

This  book  will  appeal  to  readers  of  varied  backgrounds.  It  assumes 
no  prior  knowledge  of  Greek  history  or  philosophy,  and  is,  therefore, 
quite  accessible  to  the  general  reader.  Yet  the  professional  philosopher 
or  classicist  will  find  in  it  a  rigorous,  well-referenced  study.  It  should 
prove  to  be  a  useful  text  for  courses  in  philosophy,  history  of  science, 
and  medical  humanities,  and  a  valuable  addition  to  the  library  of  the 
interested  physician  who  seeks  to  broaden  his  intellectual  horizons 
and  deepen  his  ethical  sensibility. 

Department  of  Family  Practice  and  Community  Health 
Temple  University  School  of  Medicine 
3401  North  Broad  Street 
Philadelphia.  PA  19140 
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WOLF,  S.  G.,  JR.,  and  FINESTONE,  A.  J.,  eds.  Occupational  Stress.  243 
pp.,  illus.  Littleton,  Mass.,  P.S.G.  Publishing  Company,  1986.  Price 
$29.50. 

Reviewed  by  EDDY  A.  BRESNITZ 

All  workers  regularly  experience  occupational  stress  and  its  myriad 
effects.  Obviously,  the  source  and  amount  of  stress  vary  with  the  job 
requirements.  The  response  to  stress  varies  with  the  employee  and 
with  the  preventive  measures  in  place  to  help  the  employee  cope  with 
all  stressors.  Occupational  Stress  is  a  compendium  of  essays  that 
address  the  sources,  responses  and  prevention  of  work-related  stress. 
Unfortunately,  the  book  does  not  accomplish  its  goals  in  a  consistent 
fashion. 

The  book  is  divided  into  five  sections:  (1)  background;  (2)  bodily 
mechanisms;  (3)  etiology;  (4)  responsibilities  and  liabilities  of  man- 
agement; and  (  5  )  prevention  and  therapy. 

The  initial  chapter  fails,  unfortunately,  to  outline  systematically  either 
the  scope  or  the  contents  of  the  book.  Chapter  2  is  a  brief  and 
incomplete  review  of  the  history  of  occupational  stress.  Chapters  3 
and  4  in  Section  2  are  a  review  of  the  physiology7  of  stress,  something 
better  done  in  a  textbook  of  physiology. 

In  the  third  section  by  two  Swedish  authors  a  chapter  on  the  char- 
acteristics of  the  workplace  and  another  on  shift  work  are  particularly 
well  written.  Another  on  alcohol  and  drugs  gives  a  reasonable  discus- 
sion of  the  frequent  effects  of  alcohol.  Very  little  is  written  about  drug 
abuse. 

Another  chapter  in  the  third  section  explores  the  characteristics  of 
employment  that  modify  the  risk  of  heart  disease.  It  is  also  well  pre- 
sented and  noteworthy  in  its  detailed  description  of  the  many  studies 
in  this  area.  This  is  in  contradistinction  to  much  of  the  book,  which  is 
either  anecdotal  or  insufficiently  detailed  in  its  scientific  discussion. 

The  fourth  section,  on  corporate  responsibilities,  comprises  three 
chapters  that  treat  their  subjects  rather  superficially. 

The  final  section  includes  several  useful  chapters  that  give  general 
discussions  and  guidelines  on  preventing  and  treating  occupational 
stress. 
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This  book  omits  or  insufficiently  discusses  several  major  current 
topics  of  importance  that  either  contribute  to  or  are  the  product  of 
occupational  stress.  There  is  virtually  no  discussion  of  non-alcohol- 
related  drug  use  and  abuse,  drug  testing,  the  stress  of  environmental/ 
physical  hazards,  AIDS  in  the  workplace,  discrimination  and  child-care 
issues.  In  addition,  the  editors  fail  to  tie  the  chapters  together  in  a 
coherent  fashion.  Finally,  some  chapters  have  little  to  do  with  the 
subject  of  stress  or  have  minimal  scientific  basis. 

In  summary,  Occupational  Stress  is  a  reference  book  that  occasion- 
ally shines  but  is  generally  incomplete  and  superficial. 

The  Medical  College  of  Pennsylvania 
3300  Henry  Avenue 
Philadelphia,  PA  19129 
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William  H.  Erb 
1907-1987 

LLOYD  W  STEVENS 

William  H.  Erb  died  on  January  5,  1987,  at  the  age  of  79.  Born  in 
New  Berlinville  in  the  Pennsylvania  Dutch  Country,  he  never  lost  the 
value  system  he  learned  there.  Simplicity,  honesty,  a  concern  for  oth- 
ers and  family  were  evident  in  all  he  did.  His  advice  to  many  was 
"count  your  blessings,  don't  compare  them." 

He  graduated  from  the  University  of  Pennsylvania  in  1927  and  from 
its  School  of  Medicine  in  1930,  a  member  of  Phi  Beta  Kappa  and  Alpha 
Omega  Alpha.  Following  a  two-year  internship  at  the  Hospital  of  the 
University  of  Pennsylvania  he  continued  his  training  in  surgery  there 
under  Charles  H.  Frazier  and  Eldridge  Eliason  and  spent  a  year  abroad 
studying  in  the  leading  surgical  clinics  of  Germany,  England  and  Scot- 
land. In  1939,  certified  by  the  American  Board  of  Surgery,  he  began  a 
long  and  distinguished  career  in  surgery. 

As  a  teacher  Bill  was  practical  and  solid  with  a  grasp  of  the  student's 
point  of  view.  He  served  on  the  faculty  of  the  University  of  Pennsyl- 
vania from  1932  until  his  retirement  as  Professor  of  Clinical  Surgery 
in  1975.  He  was  also  a  member  of  the  faculty  of  The  Women's  Medical 
College  and  the  Graduate  School  of  Medicine  of  the  University  of 
Pennsylvania  from  1946  to  1950.  He  was  a  member  of  the  surgical 
staff  of  the  Hospital  of  the  University  of  Pennsylvania,  the  Philadelphia 
General  Hospital,  Presbyterian  Hospital,  The  Graduate  Hospital, 
Women's  Medical  College  Hospital,  Taylor  Hospital  in  Ridley  Park  and 
the  Riddle  Memorial  Hospital  in  Media,  Pennsylvania.  In  later  years 
he  was  honored  by  his  alma  mater  with  the  Alumni  Award  of  Merit  in 
recognition  of  his  achievements. 

His  many  hospital  affiliations  over  the  years  speak  for  his  industry 
and  the  high  esteem  in  which  he  was  held  by  so  many.  In  his  work  he 
combined  conservative  judgment  with  an  uncanny  ability  to  make  the 
most  difficult  technical  procedures  seem  simple. 

At  the  Philadelphia  General  Hospital  his  loyalty  and  devotion  helped 
to  preserve  the  reputation  of  that  institution  as  an  outstanding  teach- 
ing hospital  through  years  of  political  turmoil  and  change.  There  he 
served  for  thirty-six  years  in  many  capacities,  from  chairman  of  the 
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Department  of  Surgery  to  president  of  the  Medical  Staff.  Taylor  Hos- 
pital, just  across  the  street  from  his  home  in  Ridley  Park,  where  he 
was  Chief  of  Surgery  from  1942  to  1972,  is  a  fitting  monument  to  his 
patience  and  generosity.  He  saw  it  grow  from  a  struggling  community 
hospital  to  a  modern  suburban  medical  center  serving  a  wide  area  of 
Delaware  County.  No  one  contributed  more  to  that  success  story. 

He  received  many  honors:  He  was  president  of  the  Philadelphia 
Academy  of  Surgery;  president  of  the  Delaware  County  Medical  So- 
ciety and  the  Delaware  County  Cancer  Society.  While  this  record  of 
activity  and  achievement  seems  in  itself  notable,  there  is  much  more 
I  can  attest  to  personally  for  a  man  whose  friendship  I  enjoyed  for 
forty  years.  He  was  my  first  instructor  in  surgery.  Later  we  were 
associated  in  practice  for  thirty  years.  We  always  shared  mutual  trust, 
purpose  and  goals.  He  was  a  wonderful  doctor.  He  never  wore  "reli- 
gion on  his  sleeve"  but  his  attributes  were  those  of  a  godly  man: 
humble,  impeccably  honest,  and  a  cheerful  giver,  generous  with  his 
time,  his  talent  and  his  possessions.  His  loyalty  to  the  institutions 
where  he  worked  was  unwavering.  His  family  always  came  first.  He 
was  a  devoted  son,  husband  and  father;  few  will  leave  such  a  legacy  to 
Sally,  his  wife,  to  Bill,  Jr.,  his  son,  and  to  his  daughters,  Patsy  and  Susie. 

Almost  2,000  years  ago  the  Apostle  Paul,  writing  to  the  people  of 
Corinth,  urged  them  to  be  "steadfast,  immovable,  always  abounding  in 
the  work  of  the  Lord,  knowing  that  your  toil  is  not  in  vain."  That  was 
Bill  Erb.  We  shall  miss  him,  but  what  he  did  will  not  be  forgotten! 

1204  Round  Hill  Road 

Bryn  Mawr,  Pennsylvania  19010 
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Katharine  R.  Sturgis 
1903-1987 


JOHN  L.  McCLENAHAN 

Katharine  Sturgis,  M.D.,  (nee  Rosenbaum)  died  on  March  28,  1987, 
at  Cathedral  Village,  a  retirement  community  in  suburban  Philadel- 
phia, of  complications  secondary  to  valvular  heart  disease. 

She  was  born  in  Philadelphia  on  September  3,  1903,  to  parents 
affiliated  with  the  city's  every  cultural  and  artistic  resource.  Her  bent 
from  the  beginning  was  toward  medicine,  first  nursing  and  then,  in  her 
own  prophetic  words,  as  "one  who  was  at  the  top  level."  She  excelled 
as  a  student  at  William  Penn  High  School,  where  her  ambition  was 
encouraged  by  a  sympathetic  principal,  William  Lewis. 

In  1922  she  undertook  premedical  studies  at  the  University  of  Penn- 
sylvania. These  were  interrupted  by  an  early  marriage,  the  birth  of 
two  children  and  a  divorce.  She  supported  herself  and  her  family  by 
taking  work  as  a  secretary  to  Dr.  I.  S.  Ravdin  and  then  resumed  her 
studies  at  Penn  State  University.  In  1935  she  entered  Women's  Medical 
College  where,  under  the  stress  of  study,  want  and  duties  as  the  single 
head  of  a  household,  she  developed  tuberculosis.  After  a  year  at  Tru- 
deau  and  a  sojourn  at  Eagleville  Sanatorium  her  health  improved 
following  a  course  of  artificial  pneumothorax  and  the  ministrations  of 
a  devoted  friend.  Dr.  David  Cooper.  She  returned  to  medical  school, 
was  elected  a  member  of  Alpha  Omega  Alpha  in  her  junior  year  and 
won  an  M.D.  degree  in  1940  at  the  age  of  37. 

Following  an  internship  at  Women's  Medical  College  Hospital,  she 
accepted  a  residency  in  pulmonary  diseases  at  Herman  Kiefer  Hospital 
in  Detroit.  Then,  at  the  invitation  of  Dr.  Herman  Hilleboe  of  the  U.S. 
Public  Health  Service,  she  returned  to  Philadelphia  to  direct  the  city's 
mass  X-ray  screening  program.  While  so  engaged,  she  taught  at  Wom- 
en's Medical  College,  distinguishing  herself  at  the  bedside  and  in  the 
clinics  as,  in  the  words  of  a  colleague,  "the  quintessential  teacher." 

With  a  career  on  a  rising  tide  her  honors  abounded.  She  was  named 
Professor  of  Preventive  Medicine  at  her  alma  mater  and  in  1954  earned 
a  master's  degree  in  Public  Health  at  Johns  Hopkins  University.  She 
chaired  the  Committee  on  Public  Health  and  Preventive  Medicine  at 
the  Philadelphia  County  Medical  Society,  served  on  more  than  a  dozen 
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of  its  other  bodies,  was  elected  its  first  woman  president  in  1967  and 
subsequently  received  the  coveted  Strittmatter  Award.  She  was  in 
constant  demand  as  consultant  at  hospitals  and  health  associations 
Elected  president  of  the  American  College  of  Preventive  Medicine  in 
1969,  in  due  course  she  received  the  Elizabeth  Blackwell  Award  from 
the  New  York  Infirmary,  the  Trudeau  Medal  and  the  Philadelphia 
Gimbel  Award.  In  1969  the  Medical  College  of  Pennsylvania  named 
her  an  Honorary  Doctor  of  Medical  Science  and  a  year  later  presented 
her  w  ith  its  Alumnae  Achievement  Award. 

Gifted  as  a  writer,  she  wrote  more  than  100  articles  on  pulmonary 
disease  and  served  for  eleven  years  as  chief  editor  of  AM  As  Archives 
of  Environmental  Health. 

The  College  of  Physicians  elected  her  a  Fellow  in  1951.  An  ardent 
and  generous  partisan,  she  was  named  its  first  woman  president  in 
1972,  withdrawing  eventually  for  reasons  of  health. 

Dr.  Sturgiss  early  concern  about  the  toxicity  of  tobacco  led  her  to 
tireless  efforts  to  expose  its  hazards  and  to  discourage  smoking  with 
an  audacity  that  aroused  admiration  and  amazement.  Her  researches 
on  the  early  detection  of  lung  cancer  and  pulmonary  tuberculosis 
appear  as  standard  references  in  current  medical  texts. 

She  married  Joseph  R.  Boucot  in  1944.  He  died  in  1962  and  her 
subsequent  marriage  to  Samuel  Sturgis,  M.D.,  terminated  with  his 
death  in  1983.  She  is  survived  by  her  son,  Arthur  Joseph  Boucot,  Ph.D.. 
of  Corvallis,  Oregon,  and  a  daughter,  Nancy  G.  Boucot  Cummings, 
M.D.,  of  Washington,  D.C. 

In  contemplating  so  rich  a  life,  one  is  touched  by  the  courage  of 
this  lady,  a  prodigy  in  a  city  of  notable  physicians.  It  was  this  and  a 
sense  of  purpose  that  carried  her  over  disheartening  obstacles  and 
prejudice  to  pinnacles  of  achievement  that  any  man  would  have  been 
proud  to  attain.  In  debate  she  was  candid  and  resourceful.  As  a  teacher 
she  was  memorable,  listening  to  patient  and  student  with  heart  and 
eye.  As  a  scientist  she  was  honest,  advertent  and  articulate,  putting 
down  her  observations  in  clear,  uncluttered  prose.  She  was  a  lover  of 
disparate  things  —  music,  paintings,  figurines  of  angels.  Incontrover 
tibly  feminine,  she  loved  fine  clothes.  From  being  a  doctor  she  took 
pride;  from  being  a  wife  she  took  joy.  Such  a  model  of  coherence  — 
earth  and  sky,  hard  and  soft,  yin  and  yang  —  may  not  soon  pass  our 
way  again. 

19  South  22nd  Street 
Philadelphia,  PA  19103 
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Objections  to  Compulsory  Health  Insurance 

GORDON  J.  SAXON 

Compulsory  health  insurance  is  a  misnomer  for  a  condition  of  affairs 
which  in  reality  is  a  true  form  of  taxation  in  which  the  taxed  individual 
pays  one-third,  the  employer  pays  one-third  and  the  state  pays  one- 
third.  It  is  certain  that  the  employee  will  pay  his  third.  We  also  know 
that  the  employer's  third  will  be  added  to  the  cost  of  production  and 
that  the  employee  will  pay  a  portion  of  this  third,  and  it  is  also  ques- 
tionable if  a  portion  of  the  third  the  state  is  supposed  to  pay  will  not 
eventually  revert  to  the  so-called  insured  or  taxable  individual  for 
ultimate  payment. 

Compulsory  health  insurance  is  a  piece  of  political  machinery,  hav- 
ing had  its  inception  in  Germany.  Here  it  was  the  product  of  Bismarck's 
mind  and  was  designed  primarily  to  overcome  the  socialistic  tenden- 
cies of  the  day  and  to  further  the  propensities  of  the  imperialistic 
mailed  fist.  Its  results  in  Germany  have  been  definitely  and  undeniably 
in  favor  of  imperialism.  One  phase  of  the  situation,  however,  Germany 
did  not  see.  She  did  not  see  that  soon  she  was  to  become  saddled  with 
an  ever-increasing  expense  which  constituted  an  incubus  and  placed 
her  in  a  delicate  position  with  her  competitors  on  the  continent,  who 
were  not  handicapped  with  such  a  cumbersome  and  expensive  piece 
of  imperialistic  legislation.  It  therefore  rapidly  became  Germany's 
intensive  effort  to  energetically  prosecute  a  campaign  of  propaganda 
to  encourage  her  competitors  to  adopt  the  same  scheme.  Now  in  this 
Germany  has  been  successful;  in  fact  so  successful  that  there  scarcely 
remains  any  European  country  today  which  does  not  have  this  im- 
pediment upon  its  progress.  England  has  been  the  last  victim,  and  it 
was  thought  that  as  soon  as  the  war  was  over  England's  national  deficit 
would  decrease.  Instead  of  this,  however,  this  recently  enacted  legis- 
lation, probably  the  most  complicated  of  all  of  England's  laws,  has 
been  definitely  responsible  in  that  country  for  an  ever-increasing  na- 
rrow Transactions  of  the  College  of  Physicians  of  Philadelphia.  Section  on  Industrial  Med- 
icine and  Public  Health,  Third  Series,  Vol.  42,  1920,  pp.  414-419- 


Transactions  &  Studies  of  the  College  of  Physicians  of 
Philadelphia  ser.  5,  vol.  9,  no.  3  (1987);  200-205. 
c1987  by  The  College  of  Physicians  of  Philadelphia 


200 


Department  of  Retrospection 


tional  deficit.  I  have  said  that  in  Germany  it  fostered  the  interests  and 
the  activities  of  the  imperialistic  mailed  fist.  Has  it  done  more  than 
this?  Let  us  look  at  a  report  from  Germany  comparing  the  cost  of 
insurance  of  the  years  1911  and  1901.  In  191 1  the  German  sickness 
societies  spent  more  than  twice  as  much  as  in  1901,  although  the 
number  of  members  increased  only  one-third.  Apparently,  therefore, 
it  has  not  accomplished  in  Germany  what  its  proponents  claim  it  will 
accomplish  in  our  country. 

What  is  compulsory  health  insurance  supposed  to  accomplish  in 
our  country?  We  are  told  that  the  wage-earner  loses  nine  days  every 
year  through  sickness  and  that  the  average  wage,  which  has  been  but 
no  longer  is,  $2  per  day,  and  that  the  number  of  wage-earners  is  about 
33,000,000.  We  are  further  told  that  the  economic  loss  incident  to  the 
total  illness  of  the  33,000,000  reaches  the  alarming  total  of  $600,000,000. 
Again  we  are  told  that  the  purpose  of  the  law  is  to  save  to  the  general 
cosmic  plan  of  things  this  $600,000,000.  In  other  words,  it  is  going  to 
restore  to  the  employee  his  lost  $600,000,000  and  thus  have  a  general 
bearing  on  our  total  social  economy.  Now  we  are  furthermore  told 
that  the  plan  of  the  American  Association  for  Labor  Legislation  pro- 
vides that  the  first  three  days  of  illness  shall  not  be  covered.  So  we  see 
the  nine  days'  loss  becomes  a  six  days'  prospect,  but  the  American 
Association  for  Labor  Legislation  states  that  the  indemnity  shall  be  but 
two-thirds  of  the  loss.  So  the  six  days'  prospect  shrinks  to  a  four  days' 
indemnity.  That  brings  it  down  to  an  $8  indemnity  against  an  $18  loss; 
but  the  process  of  subtraction  does  not  end  here,  for  the  plan  of  the 
American  Association  for  Labor  Legislation  provides  that  the  employee 
shall  contribute  40  per  cent  of  the  whole  cost.  So  again  the  $8  indem- 
nity shrinks  to  an  actual  eventuality  of  $4.80.  We  therefore  see  that 
while  we  started  with  an  admitted  loss  of  $600,000,000  we  have  saved 
to  him  merely  $150,000,000  and  have  spent  the  $450,000,000  in  the 
operation  and  manipulation  of  a  totally  clumsy  and  cumbersome  piece 
of  machinery. 

Proponents  of  compulsory  health  insurance  have  made  the  charge 
against  the  medical  profession  that  they  are  attempting  to  block  leg- 
islation designed  to  conserve  the  health  of  the  people;  that  they  are 
doing  this  unmindful  of  the  benefits  that  might  accrue  to  the  great 
majority  of  the  people  simply  because  it  works  a  hardship  on  the 
medical  profession,  which  represents  an  exceedingly  small  proportion 
of  the  population. 
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They  further  charge  that  the  medical  profession  has  not  ottered 
anything  constructive.  Nothing  could  be  more  unjust  or  more  untrue 
than  such  an  accusation. 

Medical  men  have  always  aided  in  any  measure  that  is  conducive  to 
better  health.  They  have  been  ardent  advocates,  for  instance,  of  vac- 
cination, a  measure  which  has  enormously  curtailed  the  income  of 
the  individual  physician,  and  yet  it  is  through  him  that  vaccination  in 
most  states  has  become  compulsory.  The  income  that  a  physician 
would  derive  from  one  case  of  smallpox  alone  would  be  considerably 
more  than  he  now  derives  from  vaccination  throughout  the  course  of 
an  entire  year. 

Water  filtration  is  not  a  product  of  the  engineer,  nor  of  the  profes- 
sional drafter  of  legislation,  nor  of  the  social  worker  or  politician.  It  is 
the  direct  product  of  medical  achievement,  and  in  Philadelphia  and 
elsewhere  has  been  fostered  by  medical  organizations  and  by  physi- 
cians individual  1\ 

Twenty  years  ago  in  the  city  of  Philadelphia  there  was  scarcely  a 
physician,  who  was  at  all  active  in  practice,  that  did  not  have  anywhere 
from  five  to  twenty  cases  of  typhoid  fever,  deriving  therefrom  a  con- 
siderable portion  of  his  income,  and  yet  it  has  been  largely  through 
his  own  efforts  that  this  source  of  income  has  been  removed. 

In  the  distribution  of  food  I  doubt  very  much  if  the  public  realizes 
the  influence  that  has  been  exerted  by  the  doctor.  It  is  not  so  long 
since,  and  well  within  the  memory  of  everybody  present,  that  milk 
was  distributed  from  a  milk  can  from  door  to  door,  and  the  purveyor, 
with  mittens  covered  with  stable  dirt,  reinoculated  his  product  from 
door  to  door;  but  today  it  is  delivered  in  milk  bottles  and  is  a  compar- 
atively safe  food.  The  standards  set  for  milk  distribution  are  maintained 
in  Philadelphia  by  the  Philadelphia  Pediatric  Society. 

Our  boards  of  health  are  industriously  engaged  in  campaigns  against 
dust  and  flies  and  for  proper  food  inspection  and  the  proper  regulation 
of  refrigeration  facilities.  International  commerce  has  benefited  by  the 
activities  of  medical  men.  An  instance  of  this  is  seen  in  the  construc- 
tion of  the  Panama  Canal.  DeLesseps  did  not  fail  because  of  lack  of 
funds  nor  because  of  lack  of  engineering  ability.  His  project  was  lib- 
erally financed,  and  he  himself  had  already  constructed  the  Suez  Canal. 
It  remained  for  the  sanitary  expert  to  police  the  Canal  Zone  and  rid 
it  of  malaria,  yellow  fever  and  other  tropical  plagues.  The  Panama 
Canal  is  the  achievement  of  the  sanitation  expert  essentially.  The 
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A  Presidential  Forum  on  Health  Issues 
Remarks 

LEWIS  L.  BLUEMLE,  JR 

Mr.  President,  it's  my  pleasure  to  introduce  the  members  of  this 
panel: 

Dr.  Robert  Austrian  is  president-elect  of  this  College  and  professor 
and  chairman  emeritus  of  the  Department  of  Research  Medicine  at 
the  University  of  Pennsylvania. 

Dr.  William  Kissick  is  professor  of  Research  Medicine  and  Health 
Care  Systems,  also  at  Penn.  Additionally,  Bill  directs  the  Center  for 
Health  Policy  of  the  Leonard  Davis  Institute  of  Health  Economics. 

Dr.  Edithe  Levit  is  vice  chairman  and  former  president  of  the  Na- 
tional Board  of  Medical  Examiners  and  a  member  of  the  Council  of 
the  College  of  Physicians. 

Dr.  Paul  Brucker  is  professor  and  chairman  of  the  Department  of 
Family  Medicine  of  Thomas  Jefferson  LJniversity  and  an  officer  of  the 
Ameriean  Board  of  Family  Practice. 

Dr.  Claire  Fagin  is  Dean  of  the  School  of  Nursing  at  the  University 
of  Pennsylvania. 

Dr.  Richard  Rothman  is  the  Chief  of  Orthopaedic  Surgery  at  both 
the  Pennsylvania  Hospital  and  Thomas  Jefferson  University.  He  is  also 
the  founding  director  of  the  Rothman  Institute. 

Dr.  Maurice  Clifford,  obstetrician-gynecologist  and  recently  retired 
president  of  the  Medical  College  of  Pennsylvania,  is  now  the  Com- 
missioner of  Health  for  the  City  of  Philadelphia. 

Dr.  Brooke  Roberts  is  professor  emeritus  and  past  chairman  of  the 
Department  of  Surgery  at  the  University  of  Pennsylvania.  Brooke  is 
also  a  past  president  of  this  College,  and 

Dr.  Otis  Bowen,  we  welcome  you  as  the  U.S.  Secretary  of  Health 
and  Human  Services,  a  distinguished  general  practitioner,  and  former 
Governor  of  Indiana,  home  of  the  NCAA  champions. 


Participants  Remarks  at  a  Panel  Discussion  in  the  l  ibrary  of  the  College  of  Physicians  of 
Philadelphia,  April  I.  1987. 
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Lewis  L  Bluemle,  Jr. 


May  I  present  as  a  group,  Mr.  President,  the  other  members  of  the 
Council  who  are  in  the  audience. 

Mr.  President,  by  way  of  background  for  our  discussions  today,  when 
this  College  was  founded  medical  care  was  rather  primitive.  It  didn't 
cost  very  much,  and  it  really  wasn't  worth  very  much  because  it  could 
not  change  the  course  of  many  diseases.  Today,  in  contrast,  medical 
care  can  work  miracles,  but  the  costs  are  fast  becoming  prohibitive. 

Two  hundred  years  ago  those  early  Americans  who  were  fortunate 
enough  to  make  it  through  childhood  faced  all  kinds  of  infections  that 
are  no  longer  serious  threats  to  us — tuberculosis,  typhoid  fever,  yellow 
fever  and  the  like. 

Indeed,  their  expectations  for  health  and  longevity  were  modest, 
whereas  ours  tend  to  border  on  the  unrealistic.  Woody  Allen  spoke 
for  many  when  he  said,  "Some  people  seek  immortality  through  their 
children  or  their  work;  I  prefer  to  seek  immortality  by  not  dying." 

And  while  we  all  want  the  best  care  money  can  buy  when  we're 
very  sick,  when  we're  well  the  medical  bills  seem  entirely  too  high. 
We  wish  somebody  else  would  pay  them  —  the  insurance  company, 
our  employer  or  the  government. 

Somehow,  Mr.  President,  we've  got  to  build  a  better  connection 
between  the  responsibility  for  financing  health  care  and  individual 
responsibility  for  adopting  healthy  life-styles.  We  must,  in  short,  find 
better  ways  to  promote  the  health  of  all  Americans  and  to  do  so 
economically. 

Mr.  President,  our  panelists  are  prepared  to  expand  on  these  and 
related  issues.  Since  time  is  limited,  may  I  suggest  that  we  call  on 
some  of  them  to  do  so? 

Thomas  Jefferson  University 
1 1  th  and  Walnut  Streets 
Philadelphia,  PA  19107 
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Welcome  to  President  Reagan 

LLWIS  L.  CORIELL 


I  am  Lew  Coriell,  president  of  the  College  of  Physicians  of  Phila- 
delphia, and  it  is  my  great  pleasure  to  welcome  you  to  the  College, 
Mr.  President. 

The  audience  consists  of  fellows  and  members  of  the  Council  and 
staff  of  the  College.  Some  of  them  will  participate  in  this  forum  on 
health  issues. 

The  College  is  the  oldest  medical  organization  of  its  kind  in  the  U.S. 
It  was  founded  in  1787  by  twenty-four  physicians  who  were  con- 
cerned about  the  quality  of  medical  care  provided  to  the  citizens  of 
Philadelphia.  Philadelphia  was  at  that  time  the  largest  city  in  America, 
the  capital,  the  center  of  commerce,  and  the  cradle  of  medicine  in 
America. 

The  College  and  its  members  were  prime  movers  in  the  founding 
of  the  first  medical  school  in  America,  the  first  medical  journal,  the 
first  pharmacopoeia,  the  first  nursing  registry,  the  free  library,  and  the 
American  Philosophical  Society,  to  mention  only  a  few  of  its  activities. 
The  College  today  is  a  dynamic  part  of  the  medical  community. 

It  operates  one  of  the  largest  medical  libraries  in  the  nation,  which 
has  a  larger  interlibrary  loan  service  than  any  medical  school.  The 
Mutter  Museum  is  a  treasure  house  of  medical  practice  over  the  past 
200  years.  The  Francis  C.  Wood  Institute  for  the  History  of  Medicine 
and  our  Historical  Library  are  unequaled  resources  that  attract  schol- 
ars from  all  over  the  world. 

Most  importantly,  the  College  is  a  nonprofit  academy  or  collegium 
where  the  best  minds  and  opinions  in  the  region  have  gathered  for 
200  years  to  help  solve  problems  of  health  care. 

We  are  proud  of  our  heritage  and  of  our  continuing  contributions 
to  health  policy  planning.  We  can  call  on  the  expertise  of  2,000 
fellows. 

The  motto  of  the  founders  still  guides  our  efforts:  "Not  for  oneself 
but  for  all."  This  noble  objective  has  been  sufficiently  exciting,  chal- 
lenging and  rewarding  to  attract  the  leading  physicians  of  the  area  for 
over  200  years. 
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Lewis  L.  Coriell 


That  is  sufficient  introduction.  We  are  delighted  to  welcome  you, 
Mr  President,  to  College  Hall. 

No  greater  tribute  to  the  College  of  Physicians  of  Philadelphia  could 
be  imagined  than  a  personal  visit  by  the  President  of  the  United  States 
and  we  are  indebted. 

The  College  of  Physicians  of  Philadelphia 
19  South  22nd  Street 
Philadelphia,  PA  19103 


THE  COLLEGE  OF  PHYSICIANS  OF  PHILADELPHIA 

RESOLUTION 

Whereas,  Ronald  Reagan  has  joined  us  as  President  of  the  United 
States  of  America  in  this  celebration  of  the  two-hundredth 
anniversary  of  The  College  of  Physicians  of  Philadelphia;  and 

Whereas,  he  has  used  this  occasion  to  address  some  of  the 
critical  health  care  issues  of  our  time;  and 

Whereas,  he  has  throughout  his  life  exemplified  a  deep  belief  in 
the  values  upon  which  this  nation  and  this  College  were  founded; 
and 

Whereas,  in  the  course  of  his  own  medical  adversities  he  has 
taught  us  all,  doctors  and  patients  alike,  that  nature's  healing  process 
works  best  in  the  presence  of  abiding  faith  and  courage; 

Now  Therefore,  Be  It  Resolved  that  Ronald  Reagan  is  hereby 
granted  honorary  fellowship  in  The  College  of  Physicians  of 
Philadelphia  with  all  the  rights  and  privileges  appertaining 
thereunto. 


Lewis  L.  Coriell,  M.D. 
April  1,  1987  President 
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Life-Styles  and  Social  Attitudes 

MAURICE  C.  CLIFFORD 

Mr.  President,  the  paradox  of  modern  medicine  is  that  today  we  can 
transplant  the  human  heart,  but  not  transform  it.  We  do  well  at  curing 
disease,  but  not  very  well  at  correcting  behavior.  And  our  behavior  is 
killing  us  —  the  things  we  do  to  ourselves — smoking,  and  cholesterol 
and  drugs;  violence,  frenzied  striving,  and  loveless  sex. 

We  are  careless  about  our  personal  health,  and  we  don't  care  enough 
about  our  health  as  a  people.  Alone  among  great  nations  America  has 
no  plan  of  universal  health  care.  And  too  many  American  babies  are 
dying  because  they  are  born  too  soon  and  too  weak — born  to  mothers 
too  young,  too  ignorant,  too  malnourished,  too  poor. 

In  my  view,  Mr.  President,  as  we  approach  the  twenty  first  century 
we  need  to  set  ourselves  two  goals: 

•  For  the  sake  of  our  health  as  individuals,  we  must  control  our 
habits. 

•  For  the  sake  of  our  health  as  a  nation,  we  must  do  better  as  our 
brother's  keeper. 

The  physician  leaders  of  your  administration  are  on  course:  Surgeon 
General  Koop  with  his  vigorous  campaign  against  smoking,  and  Sec- 
retary Bowen  with  his  strong  advocacy  of  coverage  for  catastrophic 
illness.  Moreover,  this  day,  made  memorable  by  the  honor  your  visit 
does  our  College  —  this  auspicious  day  marks  the  effective  date  of 
national  legislation  increasing  eligibility  for  Medicaid  benefits  for  mil- 
lions of  Americans. 

Now,  let  us  press  on,  Mr.  President,  and  Mr.  Secretary,  toward  a 
better,  healthier  life  for  each  of  us  and  for  all  of  us. 

Department  of  Public  Health 

City  of  Philadelphia 

Room  S4O  Municipal  Services  Building 

Philadelphia.  PA  19102 
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Catastrophic  Illness 


PAUL  C.  BRUCKER 

Mr.  President,  the  College  of  Physicians  of  Philadelphia  congratu- 
lates you  and  your  Secretary  of  Health  and  Human  Services,  Dr.  Otis 
Bowen,  on  your  leadership  in  studying  how  the  government  and  the 
private  sector  can  provide  Catastrophic  Health  Insurance.  As  you 
observed,  Mr.  President,  such  insurance  would  save  many  from  having 
to  choose  between  "death  and  bankruptcy." 

As  we  prepare  for  the  twenty-first  century,  this  significant  proposal 
should  stimulate  us  to  explore  many  alternative  ways  to  deal  with 
devastating  acute  or  chronic  illness.  Many  patients  prefer  the  least 
restrictive  long-term  care  possible.  In  many  instances  such  care  might 
be  in  their  own  home  rather  than  an  institution.  Long-term  care  can 
be  brought  to  the  patient,  rather  than  the  patient  to  long-term  care. 
Such  care  at  home  might  prevent  some  of  the  many  return  trips  to  the 
hospital  for  the  expensive  "tuneup,"  and  it  may  lessen  the  demand  for 
expensive  extended-care  beds.  Loving  care,  plus  good  home  cooking, 
in  a  familiar  setting  can  be  therapeutic.  The  right  mix  of  professional 
help  might  prevent  other  caring  members  of  the  family  from  coming 
down  with  stress-related  illnesses.  The  challenge  for  long-term  care  at 
home  is  to  determine  what  works,  or  what  is  efficient  and  effective. 
There  is  no  room  for  wasteful  abuse. 

Another  challenge  is  to  look  carefully  at  medical  catastrophes  and 
attempt  to  prevent  them.  Through  the  kind  of  research  that  you  are 
talking  about  today,  we  will  ultimately  prevent  AIDS,  much  as  we  have 
prevented  polio.  Through  education  we  will  try  to  correct  life-styles 
that  contribute  to  catastrophic  heart  disease,  stroke  and  cancer.  Just 
finding  the  answers  to  these  challenges  will  greatly  reduce  the  amount 
of  suffering  and  the  amount  of  catastrophic  insurance  required. 

Mr.  President,  the  College  of  Physicians  applauds  your  Administra- 
tion's efforts  to  develop  an  insurance  plan  that  will  share  financial  risk, 
be  competitive,  and  assist  in  helping  those  individuals  and  their  fami- 
lies affected  by  catastrophic  illness.  As  we  enter  the  twenty-first  cen- 
tury, let's  join  hands  to  develop  cooperative,  innovative  efforts  between 
the  private  sector  and  the  government  in  order  to  reduce  our  vulner- 
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I'ctttl  (  Brucker 


ability  to  catastrophic  illness.  What  a  wonderful  peace  of  mind  it  w  ill 
afford  everyone! 

Thomas  Jefferson  University 
1  1  Ih  ami  \\  al mi t  Mm  is 
Philadelphia.  PA  19107 
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Nursing  as  One  Solution  to  the  Nation's  Health  Care 

Problems 

CLAIRE  M.  FAGIN 

Mr.  President,  we  know  that  America's  scientific  and  technological 
creativity  have  been  at  their  greatest  in  the  medical  arena.  We  are 
proud  of  Philadelphia's  part  in  these  advances.  But  we  still  face  very 
real  problems  in  caring  for  our  elderly,  for  the  chronically  ill  of  all 
ages,  and  for  those  Americans  who  have  little  access  to  health  care. 
We  must  seek  ways  of  bringing  the  benefits  of  all  our  knowledge  to 
the  public. 

Nursing  is  part  of  the  solution  to  these  very  pressing  problems  of 
access  to  affordable,  quality  health  care.  Nurses  have  always  cared  for 
the  indigent.  New  research  has  told  us  that  nurses  can  provide  excel- 
lent care  to  many  segments  of  the  population  —  young  mothers  and 
children,  adults  with  common  health  problems,  folks  with  chronic 
illnesses  who  are  trying  to  get  along  as  best  they  can  with  the  strengths 
they  have,  and  the  elderly  and  their  families.  Collaborating  with  phy- 
sicians, care  in  all  settings  can  be  of  higher  quality  and  often  at  lower 
cost  than  would  be  possible  with  either  profession  trying  to  go  it 
alone.  We  have  seen  life-and-death  differences  because  of  physician/ 
nurse  collaboration  in  intensive  care,  but  nowhere  is  collaboration 
more  promising  than  in  dealing  with  people  with  chronic  illnesses  and 
with  the  elderly.  To  make  it  happen,  we  must  continue  to  attract  the 
best  and  brightest  to  nursing  and  medicine  as  we  prepare  for  the 
twenty-first  century. 

The  health  of  Americans  requires  a  new  joint  venture  of  nurses  and 
physicians  working  with  consumers  to  offer  health  services  at  lowest 
cost  and  highest  quality.  Legislation  must  enable  this  to  occur.  Nursing 
is  a  national  resource  and  properly  used  can  help  to  solve  the  problems 
we  are  facing  today  and  anticipating  tomorrow. 

Thank  you. 

Hospital  of  the  University  of  Pennsylvania 
3400  Spruce  Street 
Philadelphia,  PA  19104 
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Appropriate  Quality  in  Health  Care 
WILLIAM  L.  KISSICK 

Mr.  President,  lifter  Thanksgiving  dinner  on  the  farm  in  Massachu- 
setts, my  mother-in-law  would  lean  back  and  say,  "I've  had  a  great 
plenty."  Today,  despite  vast  frontiers  of  medical  science  yet  to  be 
explored,  modern  medicine  must  digest  a  technological  great  plenty. 

Appropriate  technology  seeks  cost-effective  strategies  to  meet  hu- 
man needs.  Fellows  of  the  College  of  Physicians  of  Philadelphia  ad- 
vocate appropriate  quality  in  health  care;  that  is,  excellence,  equity 
and  effectiveness  within  realistic  costs. 

Health  care  expenditures  totaled  425  billion  dollars  last  year,  10.7 
percent  of  Gross  National  Product,  and  two  and  one-half  times  the 
combined  sales  of  the  American  auto  industry.  The  health  care  enter- 
prise is  now  challenged  to  improve  the  health  status  of  all  Americans 
within  available  resources.  My  quarter  of  a  century  in  government 
service  and  academic  medicine  has  convinced  me  that  relatively  mod- 
est investments  by  foundations,  corporations  and  the  federal  govern- 
ment in  technology  assessment  and  health  services  research  were 
critical  in  seeking  cost-effectiveness  from  our  technological  great  plenty. 

Regulatory  and  institutional  reforms,  combined  with  research  and 
development,  as  advocated  in  your  "Quest  for  Excellence"  program, 
Mr.  President,  are  imperative.  Our  society  can  tolerate  no  less  than 
health  care  of  appropriate  quality  for  all  its  citizens.  And  we  can 
afford  no  more. 

University  of  Pennsylvania  Medical  School 
NEB/24  Room  274/6020 
Philadelphia.  PA  1910  4 
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Cost  Control:  A  Surgeon's  Perspective 


RICHARD  H.  ROTH  MAN 

Mr.  President,  please  allow  me  to  add  my  personal  welcome  to  the 
City  of  Philadelphia. 

From  a  surgeon's  perspective,  I  see  our  country's  medicine  as  the 
finest  in  the  world — top  quality,  readily  available  and  personalized. 
The  issue  of  concern  is  how  to  control  the  cost  without  impairing 
these  qualities. 

The  principles  that  I  feel  we  share  are  threefold: 

1st.  Health  care  is  a  right  to  be  shared  by  all. 

2nd,  Physicians  must  be  allowed  to  continue  to  focus  on  quality. 

3rd,  Government  and  the  health  care  system  must  become  partners 
in  the  care  of  the  aged,  the  poor  and  the  chronically  ill. 

I  agree  with  my  colleagues  that  we  must  accept  the  reality  of  finite 
resources.  We  cannot  compete  in  the  world  market  when  the  medical 
care  component  in  a  new  Chrysler  product  amounts  to  $450.00. 

Three  facets  of  the  solution  seem  apparent  to  me  as  a  surgeon 
"working  in  the  trenches." 

1.  Maintain  Medicare  but  strengthen  it  by  improving  its  insurance 
base.  Consider  a  "means  test"  so  that  the  well-to-do  elderly  con- 
tribute more,  include  the  younger  and  healthier  workers  and 
include  catastrophic  coverage. 

2.  Reallocate  our  resources.  We  have  too  many  physicians  and  too 
many  hospital  beds.  Let  us  educate  our  citizens  that  good  health 
is  their  responsibility. 

3.  Limit  the  wastes  of  "Defensive  Medicine"  by  tackling  the  Mal- 
practice Crisis."  The  cost  of  defensive  practice  is  immense  when 
one  adds  up  the  unnecessary  X-rays,  the  extra  hospitalizations 
and  the  useless  consultations  prompted  by  fear  of  legal  action. 
These  pernicious  practices  can  be  solv  ed  only  with  strong  federal 
support  of  tort  reform. 

Finally,  Mr.  President,  let  me  reaffirm  my  faith  in  our  health  care 
system  and  our  citizen  patients.  Together  they  can  and  will  understand 
the  problem  of  better  uses  of  our  resources.  I  firmly  believe  that  this 
country  will  continue  to  be  the  bastion  of  the  world's  finest  medicine 
now  and  in  the  twenty-first  century. 

Thomas  Jefferson  University 
621  Curtis  Clinic  Building 
1015  Walnut  Street 
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A  Historical  Summary 

JONATHAN  E.  RHOADS 

Ladies  and  Gentlemen: 

When  I  was  asked  to  describe  to  you,  in  ten  minutes,  the  status  of 
medicine  over  the  200  years  that  The  College  of  Physicians  of  Phila- 
delphia has  been  in  existence,  I  decided  to  use  a  couple  of  vignettes 
from  the  past. 

The  most  famous  operation  of  the  first  Professor  of  Surgery  at  the 
University  of  Pennsylvania,  Philip  Syng  Physick,  was  performed  on 
Chief  Justice  John  Marshall  when  the  latter  developed  stones  in  his 
bladder.  At  that  time  the  average  life  expectancy  was  in  the  range  of 
30-35  years. 

We  are  not  certain  where  the  operation  was  done  but  it  is  thought 
that  it  was  done  in  Physicks  house  on  South  4th  Street.  Marshall  spent 
the  night  at  the  site.  There  was  no  anesthesia,  no  antisepsis.  The  patient 
was  given  a  hefty  drink  of  alcohol  in  the  morning  and  probably  some 
opium.  Whereupon,  the  Chief  Justice  said  to  the  assistant,  "Is  there 
aught  else  that  you  require  of  me?"  On  learning  that  that  was  all,  he 
announced  that  he  would  take  a  nap  and  promptly  went  to  sleep  until 
time  for  the  operation.  The  operation  was  carried  out  with  several 
strong  assistants  holding  the  Chief  Justice  in  position,  speed  and  deft- 
ness being  of  the  essence.  Physick  had  been  trained  in  these  in  London 
and  had  practiced  extensively  in  Philadelphia.  He  entered  the  bladder 
from  below,  swept  out  the  stones  with  his  finger,  probably  irrigated 
the  wound  and  was  done,  we  can  suppose,  in  two  to  five  minutes.  The 
Chief  Justice  made  a  satisfactory  recovery  and  his  stones  are  still 
present  in  the  Museum  at  The  College  of  Physicians  on  South  22  nd 
Street. 

The  next  glimpse  I  would  give  you  came  to  me  from  my  father,  who 
interned  at  the  Hospital  of  the  University  of  Pennsylvania  in  1895—96 
and  was  then  on  the  house  staff  at  the  Pennsylvania  Hospital  the 
following  year.  He  described  the  frequent  occurrence  of  tetanus,  es- 
pecially among  men  injured  in  the  Pennsylvania  Railroad  yards,  and 
noted  that  if  the  symptoms  came  on  within  a  week,  death  seemed 

Remarks  delivered  at  the  Bicentennial  Luncheon.  Franklin  Plaza  Hotel.  April  1,  1987. 
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inevitable.  If  the  symptoms  did  not  develop  until  two  weeks  after  the 
injury,  most  of  the  patients  recovered.  Tetanus  was  subsequently  swept 
away  by  the  discovery  of  the  tetanus  bacillus  and  its  toxin,  the  devel- 
opment of  immune  therapy  and  later  by  prophylaxis. 

At  the  Pennsylvania  I  lospital  a  whole  area  was  set  aside  for  the  care 
of  typhoid  patients,  and  it  was  the  duty  of  the  house  officer  to  make 
rounds  every  few  hours,  feeling  the  abdomen  of  each  patient  to  see  if 
a  typhoid  ulcer  had  ruptured  into  the  peritoneal  cavity.  Typhoid  was 
conquered  by  purification  of  the  water  supply  by  filtration  and 
chlorination. 

The  nineteenth  century  brought  us  anesthesia  in  the  form  of  ether 
and  nitrous  oxide.  At  the  end  of  the  century  local  anesthesia  was 
introduced,  first  with  cocaine  and  then  with  safer  products.  By  mid- 
century  Pasteur  had  developed  the  science  of  bacteriology'  and  had 
demolished  the  theory  of  spontaneous  generation,  i.e.,  the  theory  that 
infection  could  arise  spontaneously  from  nonliving  tissues.  This  im- 
pinged upon  surgery  through  the  work  of  Lister,  whose  concept  of 
antiseptic  surgery  led  directly  to  aseptic  surgery  as  we  practice  it 
today. 

In  1895  Roentgen  showed  that  x-rays  could  penetrate  body  tissues 
and  reveal  differences  in  the  density  of  deep  structures.  Vitamins  were 
discovered;  scurvy,  pellagra  and  other  nutritional  diseases  were  over- 
come; and  by  1900  syphilis  and  other  infectious  diseases  were  coming 
under  control  through  the  discovery  of  their  causes  and  the  perfecting 
of  prophylactic  and  curative  measures. 

In  1935,  the  German,  Domagk,  reported  the  usefulness  of  sulfanil- 
amide in  combating  certain  bacterial  infections.  This  led  to  the  dis- 
covery of  a  host  of  chemicals  and  drugs  that  effectively  controlled 
infections,  particularly  surgical  infections.  Today  breakthroughs  in 
medicinal  chemistry  have  given  physicians  the  means  of  controlling 
hypertension  and  prospects  of  lowering  blood  cholesterol,  thus  to 
reduce  the  dangers  of  atherosclerosis  and  the  heart  disease  and  strokes 
it  produces. 

Cancer  remains  perhaps  the  most  resistant  group  of  diseases  but 
here,  too,  several  new  growths,  formerly  always  fatal,  have  come  under 
a  considerable  degree  of  control  with  appropriate  drugs  and  combined 
therapy. 

The  average  expectation  of  life  has  increased  from  59. 7  years  in 
1930,  when  I  began  clinical  work  in  medical  school,  to  68.2  years  in 
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1950  and  70.8  years  in  19^0.  Our  most  recent  figures  tor  the  United 
States  are  72  for  men  and  77  for  women,  or  an  average  of  almost  75 
years.  Thus,  the  past  two  centuries  have  witnessed  approximately  a 
doubling  of  longevity. 

We  have  come  a  long  way  and  are  now,  perhaps,  as  much  concerned 
with  access  to  and  the  affordability  of  modern  methods  of  diagnosis 
and  treatment  as  with  the  technological  advances 

We  all  look  forward  to  hearing  what  President  Reagan  will  say  in  a 
few  minutes.  1  have  no  advance  information.  However,  I  will  give  you 
a  few  quotes  from  the  third  President  of  the  United  States,  Thomas 
Jefferson.  These  are  taken  from  a  letter  he  wrote  to  his  friend,  Dr. 
Caspar  Wistar,  who  succeeded  him  as  President  of  the  American  Phil- 
osophical Society  Held  at  Philadelphia  for  Promoting  Useful 
Knowledge. 

Jefferson  writes:  "The  disorders  of  the  animal  body  and  the  symp- 
toms indicating  them  are  as  various  as  the  elements  of  which  the  body 
is  composed.  The  combinations,  too,  of  these  symptoms  are  so  infi- 
nitely diversified  that  many  associations  of  them  appear  too  rarely  to 
establish  a  definite  disease  and  to  an  unknown  disease,  there  cannot 
be  a  known  remedy.  Here  then,  the  judicious,  the  moral,  the  humane 
physician  should  stop.  Having  been  so  often  a  witness  to  the  salutary 
efforts  which  nature  makes  to  re-establish  the  disordered  functions, 
he  should  rather  trust  to  their  action  than  hazard  the  interruption  of 
that  and  the  greater  derangement  of  the  system  by  conjectural  exper- 
iments on  a  machine  so  complicated  and  so  unknown  as  the  human 
body  and  a  subject  so  sacred  as  human  life." 

He  goes  on:  "It  is  in  this  part  of  medicine  that  I  wish  to  see  a  reform, 
an  abandonment  of  hypothesis  for  sober  facts,  the  first  degree  of  value 
set  on  clinical  observation  and  the  lowest  on  visionary  theories.  ...  I 
have  no  doubt  that  some  diseases  not  yet  understood  may,  in  time,  be 
transferred  to  the  table  of  those  known." 

I  think  we  would  all  agree  that  the  remarkable  progress  that  has 
occurred  in  the  treatment  and  control  of  disease  has  been  achieved 
along  the  lines  that  Jefferson  described  —  objective  observation  and 
the  contributions  of  science.  Most  of  us  have  confidence  that  we  are 
still  early  in  a  long  line  of  successes  in  medical  science.  The  College 
of  Physicians  of  Philadelphia  is  planning  in  its  third  century  to  assist 
this  process  by  storing  information  so  far  accumulated  and  improving 
its  dissemination. 

Hospital  of  the  University  of  Pennsylvania 
3400  Spruce  Street 
167    Philadelphia,  PA  19104 
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RONALD  W.  REAGAN 

THE  PRESIDENT:  Thank  you  all  very  much.  You  know,  I  can't  help 
thinking  what  a  great  place  this  would  he  and  a  great  moment  to  get 
a  pain  in  the  neck.  (Laughter.)  Or,  maybe  even  a  lower  back  pain. 
(Laughter.)  But  I  left  Congress  in  Washington.  (Laughter  and  ap- 
plause.) I  don't  mean  that  personally.  (Laughter.)  For  me,  politics  is 
forgive,  and  as  you  may  have  heard  sometimes,  forget.  (Laughter  and 
applause. )  One  thing  I  didn't  forget  today,  it  was  to  bring  with  me 
someone  special.  I  am  told  that  he  may  be  only  the  seventh  physician 
ever  to  serve  in  the  —  in  a  Presidential  Cabinet,  from  George  Wash- 
ington times  until  now — Dr.  Otis  Bowen.  (Applause.) 


Figure  1.  The  President  addressing  Fellows,  officers  and  staff  at  The  College  Forum 
on  Health  Issues.  From  left  to  right:  Dr.  Coriell,  The  President,  Dr.  Bluemle. 


This  year,  throughout  America,  our  eyes  are  turned  to  Philadelphia 
as  Americans  everywhere  remember  that  here  200  years  ago,  a  small 
group  of  men  fashioned  the  greatest  experiment  in  self-government  in 
the  history  of  man  —  the  Constitution  of  the  United  States.  The 
founders  represented  the  people  of  the  nation  and  they  submitted 
their  work  to  the  nation  for  ratification,  which  marked  a  turning  point 

The  official  White  House  text  of  the  address  given  by  President  Ronald  W.  Reagan  at  the 
Franklin  Plaza  Hotel,  Philadelphia,  on  April  1,  1987. 
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in  history.  Yes,  that's  what  I  told  Ben  Franklin.  (Laughter.)  Never 
before  had  an  entire  people  joined  together  so  peacefully  and  so 
effectively  to  govern  themselves. 

The  Constitution  called  for  a  limited  government,  and  in  the  two 
centuries  since  then,  many  around  the  world  have  asked,  how  is  it 
possible  that  self  government  and  limited  government  work  so  well 
in  America?  The  answer  is  simple,  and  you're  a  part  of  it.  As  the 
Frenchman  de  Tocqucville  found,  when  we  Americans  want  to  do 
something,  we  don't  wait  for  government.  We  join  together  and  do  it 
ourselves.  And  there's  no  better  example  of  Americans  joining  together 
for  a  common  good  than  the  founding,  almost  200  years  ago,  also  in 
this  city,  of  one  of  America's  first  academies  for  the  discussion  of 
medical  issues,  the  College  of  Physicians. 

Yes,  it  was  in  January  1787,  under  the  guidance  of  Dr.  Benjamin 
Rush,  24  physicians  joined  together  "to  advance  the  science  of  medi- 
cine and  lessen  human  misery."  And  for  200  years,  the  College  has 
done  just  that.  Its  leadership  in  public  health  began  with  efforts  to 
combat  the  Philadelphia  yellow  fever  epidemic  of  1793  and  it  contin- 
ues to  this  day.  And  as  a  leader  in  medical  studies,  the  College  boasts 
one  of  the  world's  finest  and  most  used  medical  libraries,  one  of  the 
best  medical  history  libraries  in  the  world,  one  of  the  few  medical 
museums  in  America,  and  a  skull  collection  that  would  make  Hamlet 
delirious.  (Laughter.) 

Yes,  for  two  centuries  the  College  of  Physicians  has  made  a  living 
reality  of  its  motto,  "Not  for  oneself,  but  for  all,"  and  in  the  process 
has  helped  make  all  of  American  medicine  what  it  is  today — the  best 
in  the  world. 

I  know  that,  as  doctors,  sometimes  you're  asked  to  take  the  spirit  of 
"not  for  yourselves,  but  for  all"  a  little  far.  And  this  is  my  way  of  sliding 
into  an  anecdote.  Doctors  somehow  inspire  a  lot  of  anecdotes. 

Have  you  ever  noticed,  you're  in  a  profession  where,  when  you're 
introduced  sometimes  at  a  social  gathering  to  someone  you've  never 
met  before,  and  the  first  thing  that  you  know,  when  they  hear  that 
word,  "doctor,"  they  start  right  out  by  saying,  "Well,  Doctor,  I've  been 
having  .  .  ."  and  they  go  on  with  that?  Well,  we  had  a  fellow  in  the 
business  I  used  to  be  in,  in  show  business,  Moss  Hart,  the  playwright, 
and  he  was  an  inveterate  along  that  line.  Anytime  he  was  introduced 
to  a  doctor,  he  had  a  complaint.  And  one  night  at  a  party  in  Hollywood, 
he  was  introduced  to  a  Dr.  Jones  and  immediately  started  talking  about 
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this  low  back  pain  that  he  was  having.  And  the  fellow  that  introduced 
him  was  embarrassed,  and  he  said,  "Moss,  Dr.  Jones  is  a  Doc  tor  of 
Economics."  (Laughter.)  That  didn't  stop  Moss.  He  turned  right  back 
to  the  doctor  and  said,  "I  bought  some  stock  last  week."  (Laughter  ) 

But,  in  this  bicentennial  year,  as  we  look  back,  I  believe  we  must 
also  look  forward.  We  must  ask  ourselves,  how  will  we  prepare  Amer- 
ica for  the  journey  ahead?  How  will  we  prepare  America  for  the  21st 
century?  What  kind  of  country  will  we  pass  on  to  our  children?  And 
will  our  children  be  ready  for  the  jobs  and  opportunities  of  America's 
future? 

This  challenge — preparing  America  for  the  21st  century — includes 
finding  ways  to  make  the  best  use  of  our  science  and  technology.  It 
includes  building  a  fair,  open,  and  growing  world  economy,  which  w  ill 
be  the  source  of  many  of  the  jobs  of  our  future.  It  includes  making 
sure  that  American  education  is  the  best  in  the  world,  investing  in  our 
human  and  intellectual  capital,  so  our  children  are  ready  for  those 
jobs. 

It  includes  improving  the  climate  for  entrepreneurship  and  growth 
here  at  home,  so  that  the  only  limits  on  what  our  children  can  achieve 
are  the  limits  of  their  dreams.  The  key  here  is  lower  tax  rates  and 
fewer  needless  regulations.  We've  made  great  progress  in  both  those 
areas.  But  the  job  won't  be  done  until  we  get  control  of  federal 
spending  so  that  tax  rates  won't  go  up  again.  And  that's  why  it's  time 
for  Congress  to  cut  the  federal  budget  and  leave  the  family  budget 
alone.  (Applause.) 

And,  finally,  and  the  reason  why  I'm  here  today,  the  challenge  in- 
cludes preparing  American  medicine  for  the  21st  century.  I  said  that 
American  medicine  is  the  best  in  the  world,  and  on  that,  we  need  no 
second  opinions,  because  there  are  no  other  opinions.  Our  competi- 
tive system  has  produced  the  finest  health  care  in  history.  And  with 
each  year  that  passes  it  saves  more  lives,  finds  cures  to  more  diseases, 
makes  life  better  for  more  people  than  ever  before. 

Yes,  the  pulse  of  American  medicine  is  strong.  And  as  a  result,  life 
expectancy  has  been  rising.  Once-common  diseases  like  tuberculosis, 
diphtheria,  and  polio  are  distant  memories.  Infant  mortality  is  falling. 
The  rate  of  Americans  who  die  from  heart  problems  drops  each  year. 
More  cases  of  cancer  are  found  quickly  and  treated  with  total  success 
each  year,  and  I  have  reason  to  be  grateful  for  that. 

Operations  like  cataract  surgery,  which  once  were  difficult  and 
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Figure  2.  The  President  with  Dr.  Coriell  perusing  the  Portrait  (Catalogue  of  the 
College. 

required  long  recoveries,  have  become  simple  office  procedures.  And 
for  those  who  do  go  to  the  hospital,  average  hospital  stays  have  fallen 
dramatically  in  the  past  two  decades. 

A  stock  scene  in  the  movies  has  a  father  rushing  his  gravely  injured 
child  to  a  hospital.  But  now  when  he  gets  there,  he  finds  doctors  are 
more  ready  for  him  than  ever  before.  Intensive  care  units  have  become 
not  the  exception  but  the  rule,  as  have  trauma  centers  staffed  around- 
the-clock  with  surgeons.  This  is  an  important  reason  auto  crash  deaths 
have  fallen  over  the  last  10  years.  Crash  victims  have  a  much  better 
chance  of  living  if  they're  treated  within  that  first  critical  hour,  and 
more  are. 

Almost  every  disease  we  know  can  be  rapidly  diagnosed  and  treated. 
The  most  obvious  and  disturbing  exception  is  AIDS.  And  yet  here,  too, 
medicine  is  vaulting  ahead.  Six  years  ago  the  world  had  never  heard 
of  AIDS.  Since  then  the  AIDS  virus  has  been  isolated  and  identified.  A 
test  has  been  developed  that  is  helping  to  ensure  that  transfusions  are 
free  of  contamination.  One  drug,  AZT,  has  been  developed  that  may 
help  treat  AIDS  patients,  and  it  received  FDA  approval  just  two  weeks 
ago.  Other  medicines  are  on  the  way.  And  American  researchers  will 
soon  begin  testing  vaccines. 
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This  is  unprecedented  progress  against  a  major  virus  It  took  40 
years  of  study  to  learn  as  much  about  polio.  It  took  19  years  to  develop 
a  vaccine  against  hepatitis  B.  But  then  our  battle  against  AIDS  has  been 
like  an  emergency  room  operation  —  we've  thrown  everything  we 
have  into  it. 

We've  declared  AIDS  public  health  enemy  number  one.  And  this 
fiscal  year  we  plan  to  spend  $416  million  on  AIDS  research  and  edu- 
cation and  $766  million  overall.  Next  year,  we  want  to  spend  28 
percent  more  on  research  and  education  and  a  total  of  $1  billion.  That 
compares  to  S8  million  just  five  years  ago.  Spending  on  AIDS  has  been 
one  of  the  fastest-growing  areas  of  the  budget. 

And  that's  not  all.  Recently,  Prime  Minister  Chirac  and  I  announced 
an  agreement  that  opens  the  way  for  cooperation  between  researchers 
in  France  and  the  United  States.  We  are  also  unlocking  the  chains  of 
regulation  and  making  it  easier  to  move  from  the  pharmaceutical 
laboratory  to  the  market  with  AIDS  drugs.  AZT  received  FDA  approval 
in  just  four  months,  and  that  is  one -fifth  the  average  time  for  reviewing 
drugs.  No,  the  limit  on  AIDS  research  today  is  not  money  or  will,  but 
the  physical  limits  of  research  facilities  and  the  number  of  people 
trained  in  the  necessary  techniques. 

But  all  the  vaccines  and  medications  in  the  world  won't  change  one 
basic  truth — that  prevention  is  better  than  cure,  and  that's  particularly 
true  of  AIDS,  for  which  right  now  there  is  no  cure.  This  is  where 
education  comes  in.  The  Public  Health  Service  has  issued  an  "infor- 
mation and  education  plan"  for  the  control  of  AIDS.  The  federal  role 
must  be  to  give  educators  accurate  information  about  the  disease. 
Now  how  that  information  is  used  must  be  up  to  schools  and  parents, 
not  government.  But  let's  be  honest  with  ourselves.  AIDS  information 
cannot  be  what  some  call  "value  neutral."  After  all,  when  it  comes  to 
preventing  AIDS,  don't  medicine  and  morality  teach  the  same  lessons? 

Some  time  ago  I  heard  the  story  of  a  man  who  received  what  turned 
out  to  be  a  transfusion  of  blood  contaminated  with  the  AIDS  virus.  He 
was  infected,  and  in  turn  his  wife  was  infected.  And  within  two  years, 
they  both  had  died.  Well,  I'm  determined  that  we'll  find  a  cure  for 
AIDS.  When  the  Carthaginian  general  Hannibal  was  preparing  to  cross 
the  Alps  and  was  told  there  was  no  way  across,  he  said,  "We'll  find  a 
way,  or  make  one."  And  that's  the  kind  of  determination  we  all  have 
about  curing  AIDS.  We'll  find  a  way,  or  make  one. 

American  medicine  is  making  miracles  commonplace  —  (applause) 
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—  making  miracles  commonplace,  and  that's  good  news  as  America 
prepares  for  the  21st  century.  But  while  our  quality  is  the  highest  in 
the  world,  so  are  our  prices.  Last  year,  medical  costs  climbed  seven 
times  faster  than  the  rate  of  inflation.  Its  getting  to  where  many 
patients  feel  that  the  recovery  room  should  he  next  to  the  cashier's 
office.  Doctors,  patients,  insurers — everyone  feels  sick  ahout  the  rising 
cost  of  getting  well. 

As  a  nation,  we  spend  up  to  twice  the  proportion  of  Gross  National 
Product  on  health  care  as  such  major  trading  partners  as  Japan,  Britain, 
and  Canada.  One  of  our  greatest  challenges  in  preparing  for  the  com- 
petitive world  of  the  21st  century  is  to  get  this  medical  cost  crisis 
under  control.  Worst  hurt  are  the  uninsured  and  the  elderly  citizens 
on  Medicare  who  face  a  catastrophic  illness.  Our  catastrophic  illness 
proposal  will  help  those  on  Medicare.  And  as  part  of  the  package,  we 
will  also  encourage  the  states  to  use  their  authority  to  require  cata- 
strophic coverage  in  insurance  available  through  employers.  The  aim 
here  is  to  make  sure  the  guy  who  pumps  gas  or  works  in  the  corner 
store  can  get  coverage,  too. 

But  as  we  protect  those  who  are  most  vulnerable,  we  must  also  do 
something  to  hold  costs  down.  And  let's  face  it,  government  has  played 
a  large  role  in  the  inflation  of  medical  costs.  As  the  head  of  one 
suburban  hospital  told  a  reporter  not  long  ago,  "The  incentives  used 
to  be  to  keep  people  in  the  hospital,  to  perform  more  tests  and  pro- 
cedures, to  increase  costs."  When  we  came  into  office,  Medicare  was 
facing  bankruptcy,  and,  when  it  came  to  the  public  assigning  liability, 
doctors  were  hurt,  too.  Stories  of  soaring  costs  and  excessive  bills 
tarnished  the  profession's  reputation. 

Four  years  ago,  we  changed  the  Medicare  hospital  payment  system. 
We  also  allowed  health  maintenance  organizations  and  competitive 
medical  plans  to  contract  to  give  care,  and  the  results  were  astonishing. 
Health  care  inflation  was  cut  in  half.  Efficiency  rose.  Service  did,  too. 
And  the  Medicare  Trust  Fund  was  pulled  back  from  the  brink.  And 
still,  to  insure  that  the  Fund  remains  strong  through  the  year  2000, 
we  must  do  more.  And  that's  why  I've  sent  a  new  package  of  proposals 
to  Congress. 

A  lot  is  wrapped  up  in  that  package  —  more  choices  for  Medicare 
beneficiaries,  more  incentives  for  doctors  to  improve  efficiency,  more 
incentives  for  states  to  give  more  choices  to  those  on  Medicaid.  But 
let  me  tell  you  one  thing  that  will  not  be  in  that  or  any  future  package 
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from  my  administration  —  a  mandatory  com  containment  system.  I 
know  some  want  to  go  that  route,  but  a  mandatory  system  would 
discourage  innovation,  restriet  services,  and  be  a  step  toward  govern- 
ment control  of  the  entire  medical  profession.  American  medicine  is 
the  world  s  best  because  it  is  private,  and  it  must  stay  that  way  ( Ap- 
plause.) 

Now  let  me  turn  to  one  of  the  most  important  cost  issues  facing 
medicine  and  many  fields  today  —  liability  insurance  and  tort  reform. 
When  I  hear  of  what  goes  on  in  the  courts,  it  reminds  me  of  the 
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Figure  J.  The  President  acknowledging  applause  before  speaking  at  the  luncheon 
meeting  at  the  Franklin  Plaza  Hotel.  From  left  to  right:  Dr.  Otis  R.  Bowen,  Secretary 
of  Health  and  Human  Services;  Dr.  Jonathan  Rhoads;  The  President;  Dr.  Lewis 
Coriell. 


hypochondriac  who  was  complaining  to  the  doctor.  He  said,  "My  left 
arm  hurts  me.  And  also,  my  left  foot  and  my  back.  And  oh,  there's  my 
hip.  And  yes,  my  neck." 

Well,  the  doctor  muttered  something  to  himself,  sat  the  man  down, 
had  him  cross  his  legs,  tapped  him  there  —  you  know,  that  spot,  with 
the  little  rubber  hammer.  He  says,  "How  are  you  now?"  The  patient 
said,  "Well,  now,  my  knee  hurts,  too."  (Laughter.)  Sometimes  it  seems 
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as  though  the  courts  are  ready  to  award  damages  even  to  that  man. 

Last  year,  a  jury  awarded  one  woman  a  million  dollars  in  damages. 
She'd  claimed  that  a  CAT  Scan  had  destroyed  her  psychic  powers. 
( Laughter. )  Well,  recently  a  new  trial  was  ordered  in  that  case,  but  the 
excesses  of  the  courts  have  taken  their  toll.  As  a  result,  in  some  parts 
of  the  country,  women  haven't  been  able  to  find  doctors  to  deliver 
their  babies,  and  other  medical  services  have  become  scarce  and  more 
expensive. 

This  is  both  a  state  and  federal  matter.  When  Secretary  Bowen  was 
Governor  of  Indiana,  Indiana  reformed  its  liability  law.  Two-thirds  of 
the  states  —  including  Pennsylvania  —  have  taken  action  since  the 
beginning  of  1986.  It's  time  to  make  it  50,  and  for  Congress  to  follow, 
too. 

We  can  debate  the  details,  but  doesn't  it  make  sense  in  effect  to  give 
lawyers  a  Hippocratic  Oath,  so  that  they  will,  as  you  swear  to  do, 
"abstain  from  every  voluntary  act  of  mischief."  (Applause.)  Although 
I  guess,  for  some  lawyers  —  and  I  emphasize  some  —  mischief  is  a 
compulsive  act.  ( Laughter. ) 

I've  talked  today  about  some  of  the  challenges  facing  American 
medicine  as  we  prepare  for  the  21st  century.  Sometimes  it's  easy, 
particularly  on  the  cost  issues,  to  turn  to  government  for  the  answers. 
Yes,  government  has  a  role,  but,  in  the  end,  physicians  are  in  charge  of 
this  operation. 

And  just  as  a  surgeon  must  decide  when  to  call  for  the  scalpel, 
clamps,  and  thread  during  an  operation,  you  must  decide  when  to  call 
for  the  tools  that  will  help  you  remove  enlarged  costs  from  the  body 
of  medicine.  I  heard  from  a  panel  in  the  college  library  today  about 
bringing  down  costs  by  making  better  use  of  nurses  and  other  health 
professionals.  Well,  you  must  decide  how  and  when  to  do  this.  A  few 
negligent  doctors  can  raise  the  health  care  and  liability  insurance  costs 
for  everyone.  You  must  decide  if  medical  societies  will  get  tough  on 
those  guilty  of  negligence  or  of  failing  to  conform  to  the  ethical 
standards  of  medicine. 

As  patients  expect  more  from  medicine  and  as  they  pay  more,  they 
also  want  to  know  more  about  their  choices.  And  you  must  decide 
how  to  get  the  information  to  them.  As  less  expensive,  simpler  pro- 
cedures become  available,  you  must  decide  when  to  use  them.  In  your 
hands  is  American  medicine's  great  tradition  of  healing  all  in  need, 
regardless  of  their  wealth. 
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Figure  4.  The  President  accepting  his  Certificate  of  Honorary  Fellowship  in  the 
College  of  Physicians  of  Philadelphia. 


And  let  me  add  one  other  thing  that  is  vital  to  our  nations  future, 
that  in  many  ways  is  in  your  hands  as  well  —  the  war  on  drug  abuse. 
You  can  teach  your  patients  about  the  health  risk  of  drugs.  You  can 
show  them — particularly  your  young  patients — why  it's  important  to 
them,  their  families,  and  their  communities  to  "just  say  no"  to  drugs. 

Yes,  your  hands  will  fashion  the  future  of  American  medicine.  But  I 
believe  that's  just  saying  that  American  medicine  is  in  the  best  hands 
in  the  world.  Compare  your  healing  powers  to  the  doctors  of  any 
other  country.  Take,  for  example,  the  Soviet  Union,  which  talks  so 
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much  about  the  superior  quality  of  its  medicine,  but  where  sanitation 
is  so  poor  that,  as  recently  as  two  years  ago,  a  third  of  all  operations 
there  left  patients  with  post-operative  infections;  where  a  third  of  all 
hospitals  do  not  have  adequate  facilities  for  blood  transfusions;  and 
where,  partly  as  a  result  of  poor  medicine,  life  expectancy  has  been 
falling  and  infant  mortality  climbing.  There's  no  contest  there  or  any- 
place else.  You  are  the  best. 

I  say  that  with  confidence,  because  I  know  the  quality  and  commit- 
ment of  America's  physicians,  not  only  firsthand,  but  through  my  fam- 
ily, as  well.  My  father-in-law  was  a  physician.  My  brother-in-law  is.  I 
saw  their  dedication  to  medicine.  I  saw  my  father-in-law's  devotion  to 
his  patients  and  to  his  students.  I  saw  his  enormous  dignity.  And  I  saw 
his  dedication  to  excellence,  how  he  constantly  searched  for  better 
ways  to  diagnose  and  cure.  Yes,  I  saw  how  he  helped  people,  whether 
or  not  they  could  pay,  and  treated  all  patients  with  the  same  courtesy 
and  respect. 

As  our  nation  prepares  for  the  21st  century,  I'm  confident  that 
American  medicine  remains  in  hands  like  his.  So  I  say  to  you,  some  of 
America's  most  distinguished  doctors,  let  us  begin  to  get  ready  now  so 
that  in  the  year  2000,  American  medicine  will  still  be  the  best  and 
most  widely  available  in  the  world,  and  physicians  across  our  land  will 
say  with  pride,  "Not  for  oneself,  but  for  all." 

Thank  you  and  God  bless  you.  (Applause.) 

The  White  House 
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Introduction 

In  the  Charter  which  they  established  for  the  new  College  of  Phy- 
sicians of  Philadelphia,  the  founders,  Rush,  Redman  and  Morgan,  com 
mitted  themselves  to  advancing  medical  science,  to  investigating  the 
cause  and  cure  of  all  disease  and  to  bringing  "uniformity  and  order 
into  the  practice  of  physick."1  As  good  men  of  the  Enlightenment  they 
fully  expected  science  to  be  the  instrument  that  would  transform 
medicine.  They  could  not  possibly  envision  how  profound  those  trans- 
formations would  be.  They  would  have  been  astounded,  but  pleased, 
at  the  progress  of  medical  science  since  their  times. 

I  suspect  that  they  would  have  been  even  more  astounded,  but  also 
dismayed,  by  the  transformations  over  the  same  period  in  the  ethics 
of  their  profession.  Ethics  in  their  day  dealt  with  the  unchangeable, 
with  the  duties  and  virtues  expected  of  the  good  physician.  These 
duties  they  found  in  the  Hippocratic  ethos,  the  teachings  of  the  Roman 
Stoics  and  the  Christian  ideals  of  charitable  service.  This  concept  of 
medical  ethics  was  clearly  set  forth  in  1803,  a  few  years  after  the 
College's  foundation,  with  the  publication  of  Thomas  Percival's  Med- 
ical Ethics.  That  book  was  then  and  remained  until  recently  the  foun- 
dation of  Anglo-American  ethics.2 

In  the  last  two  decades  the  ancient  canons  of  medical  morality  have 
undergone  more  drastic  change  than  in  the  whole  of  their  previous 
history.  As  a  result,  we  are  today  in  the  midst  of  a  veritable  deconst ruc- 
tion, even  a  disarticulation,  of  the  ancient  edifice  of  medical  morality 
— especially  those  precepts  at  the  moral  center  of  medicine,  the  ethics 
of  the  relationship  between  physician  and  patient.  Every  one  of  the 
ancient  precepts  is  being  scrutinized,  challenged  or  even  denied.  Some 
of  this  is  salubrious;  some  of  it  is  dangerous.  Our  central  task  in  medical 
ethics  today  is  to  distinguish  which  is  which  and  to  reconstruct  a  new 
edifice  for  medical  ethics  —  one  that  retains  what  is  valid  in  the  old 
and  combines  it  with  what  is  valid  in  the  new. 

A  lecture  delivered  on  College  Nigbt,  November  8,  1986,  at  the  College  of  Physicians  of 
Philadelphia 
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This  is  a  more  difficult  and  important  task  than  meeting  the  quan- 
daries arising  from  medical  progress  —  the  dilemmas  of  prolonging 
life,  withholding  treatment,  allocating  and  rationing  scarce  resources 
or  mapping  the  human  genome.  As  medical  science  continues  to  pro- 
gress, dilemmas  of  this  kind  will  continue  to  multiply.  Hut  central  to 
them  all  is  the  final  common  pathway  of  medical  morality. 

I  propose  to  examine  the  major  factors  effecting  change,  the  way 
they  have  changed  the  anatomy  of  medical  ethics  and  the  new  ques- 
tions they  pose. 

The  Factors  Effecting  Change 

What  has  accounted  for  the  changes  now  transforming  medical 
ethics?  Why  has  it  become  such  a  vexed  subject?  What  has  set  the 
process  of  deconstruction  in  motion?  I  have  selected  six  factors  for 
comment:  technological  advance,  moral  diversity,  participatory  de- 
mocracy, limitation  of  resources,  the  behavior  of  some  physicians  and 
the  state  of  ethics  itself.  None  of  these  factors  were  operative  when 
this  College  was  established  two  centuries  ago. 

The  first  factor  effecting  change  is  the  prodigiously  expanded  tech- 
nological capability  of  medicine.  Every  new  medical  possibility  ex- 
pands the  possibilities  of  moral  choice.  Humans  can  now  control  life, 
death  and  conception,  those  events  that  for  so  long  were  considered 
acts  of  nature  or  God.  These  powers  challenge  our  traditional  concep- 
tions of  the  purpose  and  meaning  of  human  life.  We  realize  now  that, 
if  our  use  of  these  technologies  is  misguided,  they  can  overshadow 
our  humanity  and  make  us  instruments  of  biology  rather  than  its 
masters. 

Second,  we  must  make  these  fateful  choices  without  firm  moral 
moorings.  Since  the  Enlightenment,  and  particularly  in  the  last  two 
decades,  moral  consensus  has  eroded  in  western  society/  We  are 
sharply  divided  on  precisely  those  human  values  that  underlie  our 
most  difficult  moral  choices.  Many  people  lack  conviction  about  those 
values;  just  as  many  are  filled  with  passionate  intensity  about  them.  As 
a  result  the  initial  premises  underlying  our  ethical  opinions  are  often 
irreconcilable.  The  divisive  debates  about  abortion,  in  vitro  fertiliza- 
tion, experimentation  with  embryos,  withholding  life-sustaining  treat- 
ments and  dozens  of  other  dilemmas  are  ample  evidence  of  the  explicit 
moral  pluralism  of  American  society. 

Third,  this  moral  diversity  is  accentuated  by  the  growth  of  partici- 
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patory  democracy.  Increasingly  we  demand  to  have  a  say  in  the  deci- 
sions that  affect  us.  This  now  includes  the  minorities  and  the 
disadvantaged,  whose  values  were  so  easily  ignored  in  the  past.  The 
civil  rights  movement,  the  rise  of  consumerism  and  the  reemergence 
Of  feminism  are  expressions  of  the  desire  on  the  part  of  all  of  our 
citizenry  for  equal  rights.  We  cherish  our  freedom  to  hold  to  our  own 
views  of  what  is  right  and  good  for  us.  We  seek  to  protect  our  values 
from  usurpation.  We  no  longer  delegate  our  trust  to  authorities  or 
experts.  Often  they  are  strangers  to  us  ethically,  ethnically,  socially  or 
politically. 

Fourth,  we  face  our  complex  technological  and  moral  choices  at  a 
time  when  we  perceive  a  limitation  of  resources.  As  a  result  clinical 
decisions  are  subjected  to  tests  of  cost,  to  allocation,  rationing  and  the 
competing  claims  of  free  and  regulated  market  ideologies.  Medicine 
has,  as  a  result,  become  commercialized  and  monetarized.  Economics 
has  always  been  a  factor  in  medicine.  But  never  has  the  economic  self- 
interest  of  the  practitioner  been  legitimated  and  encouraged  as  it  is 
today. 

Fifth,  the  ethical  misbehavior  of  some  physicians  has  eroded  the 
moral  credibility  of  the  profession.  We  need  think  only  of  the  Medicaid 
frauds,  the  unconscionable  fees  or  the  errant  hucksterism  of  our  more 
crass  colleagues.  Or,  in  an  entirely  different  order  of  magnitude,  we 
might  reflect  on  the  amorality  of  the  Nazi  doctors.  Their  felonies 
reinforce  the  desire  of  increasing  numbers  of  patients  for  protection 
against  what  they  see  as  the  power,  privilege  and  self-serving  egotism 
of  the  profession.  As  always  the  moral  insensitivity  of  a  few  tarnishes 
the  integrity  of  the  many. 

Sixth,  the  conception  we  hold  of  ethics  itself  has  been  drastically 
altered  —  a  problem  I  will  discuss  a  little  later. 

Resultant  Transformations 

All  these  forces  have  converged  to  transform  the  moral  center  of 
medical  ethics  —  the  relationship  between  physicians  and  their  pa- 
tients and  society — in  ways  that  would  have  bewildered  the  eighteenth- 
century  founders  of  this  College. 

For  one  thing,  almost  every  one  of  the  Hippocratic  precepts  they 
cherished  has  been  violated  or  seriously  questioned.  Abortions  are 
performed;  confidentiality  breached;  life-sustaining  treatments  are 
withheld  or  withdrawn;  and  even  sexual  relationships  with  patients 
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are  sanctioned  as  therapeutic  by  some  psychiatrists.  We  can  no  longer 
assume  commitment  to  a  common  set  of  ethical  precepts.  The  pro- 
gressive abbreviation  of  the  AMA  principles  from  their  fulsome  version 
of  1848  to  today's  seven  brief  statements  is  evidence  of  how  few  things 
we  can  as  a  profession  agree  on. 

Second,  the  fulcrum  of  decision-making  has  shifted  away  from  the 
physician  to  the  patient  and  his/her  family.  Autonomy  now  challenges 
beneficence  as  the  first  principle  of  medical  ethics.  The  patient's  or 
the  family's  personal  preferences,  values,  aims  and  goals  in  life  must 
now  be  factored  into  the  clinical  decision.  This  includes  decisions 
about  when,  where  and  how  to  die. 

Third,  medical-moral  decisions  are  no  longer  private,  but  public 
matters;  they  are  often  adjudicated  in  court,  before  ethics  committees 
or  debated  in  the  media.  Many  medical  relationships  have  come  to 
assume  more  the  character  of  legal  contracts  than  covenants  of  trust. 
Too  often  patients  and  their  doctors  see  each  other  as  legal  adversaries. 
Medical  ethics  in  such  a  climate  takes  on  the  moral  minimalism  of  law. 
Beneficence  is  reduced  to  its  lowest  level  as  mere  non-malificence. 

Fourth,  the  physician's  commitment  to  act  on  behalf  of  the  patient 
has  been  diluted  by  legitimation  of  the  roles  of  entrepreneur,  com- 
petitor, investor,  owner,  or  manager  in  the  health  care  "industry." 
Personal  profit  is  no  longer  frowned  on  as  medicine  becomes  a  busi- 
ness enterprise.  The  effacement  of  self-interest  that  really  distinguishes 
a  true  profession  from  a  business  is  belittled  and  rejected. 

Fifth,  the  physician's  role  as  primary  advocate  of  his/her  patient  has 
been  eroded  by  society's  demand  that  the  physician  be  gatekeeper  and 
rationer  of  medical  resources.  As  the  employees  of  a  corporate  entity, 
physicians  are  becoming  proletarianized  and  looked  on  primarily  as 
instruments  of  corporate  profit.  Their  commitment  to  the  patient's 
welfare  is  increasingly  in  conflict  with  their  obligations  to  investors, 
prospective  payment  plans  or  corporate  policies. 

The  most  frequent  questions  I  hear  today  are  these:  Who  are  we? 
What  are  we?  What  should  we  be?  Is  it  possible  to  be  a  good  physician 
today? 

I  cite  these  metamorphoses  not  to  deplore  all  of  them,  or  to  urge  a 
total  restoration  of  the  classical  edifice  of  medical  ethics.  Some  of  the 
changes  are  beneficial  to  patient  welfare;  some  are  not.  I  wish  rather 
to  point  to  our  moral  obligation  to  reconstruct  a  new  moral  edifice 
that  will  preserve  what  is  good  from  the  old  and  combine  it  with  what 
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is  best  in  the  new.  To  effect  that  reconstruction,  we  must  answer  a 
series  of  difficult  but  inescapable  questions. 

Autonomy  vs.  Beneficence 

The  first  question  is  how  to  strike  the  proper  balance  between 
beneficence  and  autonomy.  Both  are  valid  moral  principles  increas- 
ingly in  conflict  with  each  other.  Medical  paternalism  is  no  longer 
defensible  in  a  democratic,  morally  pluralistic,  educated  society.  But 
patient  autonomy  can  become  so  absolute  that  the  physician  is  mereh 
an  instrument  of  the  patient's  wishes.  Some  would  have  us  assist  in 
suicide,  or  direct  euthanasia,  as  one  recent  judicial  opinion  suggested  ' 
But  the  physician  is  a  responsible  moral  agent  as  well  and  must  be 
faithful  to  his  or  her  own  moral  principles.  Any  new  ethic  must  con- 
sider the  moral  obligations  of  the  patient  to  the  physician.  Each  has 
equal  weight  as  a  moral  agent.  A  clearer  understanding  of  mutual 
obligations  and  expectations  is  in  order. 

The  power  of  decision  for  incompetent  patients  is  transferred  to  a 
surrogate  or  proxy.  We  must  define  the  criteria  for  ethical  performance 
of  the  surrogate  or  proxy  role.  The  legal  criteria  for  proxy  decisions 
are  not  sufficient.  Restrictions  on  proxy  power  need  clarification.  Do 
parents  have  absolute  rights  over  the  care  of  their  infants,  for  example? 
What  happens  when  the  surrogate's  or  proxy's  interest  conflicts  with 
the  patient's  interest,  or  when  a  proxy  decision  does  not  square  with 
the  physician's  assessment  of  his  or  her  own  moral  obligation  to  the 
patient?  Is  the  physician's  responsibility  primarily  to  the  patient,  to 
the  surrogate  or  to  society? 

Two  cases  in  point  are  the  Indiana  "Infant  Doe"  and  the  New  York 
"Baby  Jane  Doe"  cases.  In  the  first  case,  parents  and  physicians  decided 
not  to  treat  an  infant  with  Down's  Syndrome  and  curable  esophageal 
atresia.  In  the  second,  they  agreed  not  to  treat  a  meningomyelocele. 
In  both  cases,  participants  or  observers  disagreed,  but  the  courts  found 
for  the  parents.56  How  absolute  are  the  decision-making  rights  of 
parents  or  other  surrogates?  What  are  the  societal  implications  if 
autonomy  of  patients  or  families  is  immune  to  challenge?  Is  it  possible 
to  have  a  peaceable  society  when  there  are  no  commonly  held  moral 
values,  or  when  ethics  is  a  totally  private  affair? 

Economics  and  Ethics 
Another  set  of  questions  focuses  on  the  growing  conflict  between 


183 


Edmund  D.  Pellegrino 


economics  and  ethics.  There  is  an  alarming  tendency  to  treat  health 
care  like  a  commodity.  But  can  its  price,  availability,  quality,  distribu- 
tion and  kind  be  left  to  the  forces  of  the  marketplace?  Is  health  care  a 
right  or  an  obligation  a  civilized  society  owes  its  citizens?  We  must 
define  the  conditions  for  morally  licit  rationing  of  health  care  and  the 
principle  of  justice  that  should  dictate  who  gets  it.  Should  society 
place  the  onus  of  rationing  on  the  physician  or  appeal  to  the  physician's 
financial  self-interest  to  force  him/her  to  become  an  agent  of  fiscal  and 
social  policy?  Are  there  not  times  when  the  physician  has  a  moral 
obligation  to  disobey  public  or  institutional  policies  in  the  interests 
of  the  patient?  What  is  the  moral  status  of  physician  strikes  like  the 
recent  one  in  Ottawa  for  higher  pay?  Are  physician  strikes  any  more 
legitimate  if  they  are  intended  to  improve  conditions  of  care  for  pa- 
tients? Are  physicians  morally  justified  in  retaliating  for  high  malprac- 
tice premiums  by  refusing  to  care  for  certain  kinds  of  patients?  Again 
the  questions  arise:  Who  are  we?  What  are  we  about? 

What  Is  a  Profession? 

Many  of  these  questions  turn  on  the  more  fundamental  question  of 
what  is  meant  by  a  profession.  There  is  a  tendency  today  to  profes- 
sionalize everything  we  do,  from  drop-kicking  and  trading  on  the  stock 
market  to  embalming  and  coaching.  We  seem  to  equate  being  a  profes- 
sional with  mastering  some  craft,  obtaining  a  credential  or  doing  what 
we  do  for  money. 

None  of  these  things  satisfies  the  traditional  idea  of  a  profession. 
That  idea  has  its  roots  in  the  declaration  postulants  made  when  they 
entered  the  religious  life  —  a  life  of  dedication  to  service  and  to 
effacement  of  self-interest  in  the  service  of  others.  Medicine,  law  and 
the  ministry  have  been  called  professions  not  because  they  are  learned 
but  because  they  promise  to  use  their  learned  knowledge  for  the  good 
of  others — others  who  are  in  especially  vulnerable  states.  Profession- 
als deal  not  with  single  elements  of  our  lives  but  our  whole  lives, 
which  we  must  bare  to  them  and  which,  in  our  dependent  and  anxious 
state,  makes  us  exceedingly  vulnerable.  We  expect  that  true  profes- 
sionals will  not  exploit  that  vulnerability.  The  sick  are  forced  to  trust 
us  in  the  final  moments  of  clinical  truth. 

To  be  a  professional  in  this  sense  is  different  from  being  a  proletarian, 
an  entrepreneur,  a  businessman,  a  bureaucrat  —  all  roles  some  physi- 
cians are  all  too  eagerly  assuming,  others  find  thrust  upon  them  and 
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physician's  activities  have  been  largely  responsible  in  all  lines  of  mu- 
nicipal sanitation  —  cleaner  streets,  abolishment  of  surface  drainage, 
rigid  quarantine  laws,  free  distribution  of  vaccines,  antitoxins,  etc  ; 
also  free  administration  of  these  if  it  is  desired,  free  examination  of 
school  children,  free  care  of  persons  with  contagious  or  other  disease  s, 
and  many  other  factors,  too  numerous  to  mention,  which  have  proved 
their  worth  in  the  conservation  of  health. 

In  practically  all  of  the  medical  propaganda  within  these  lines  for 
social  betterment  the  medical  man  has  been  largely  concerned,  has 
received  the  support  of  the  profession  as  a  whole  and  has  done  it 
without  pay.  Another  achievement  of  organized  activities  from  the 
same  source  is  most  of  the  provisions  for  state  and  national  sanitation. 
These  include  purification  of  the  water  supply;  prevention  of  water 
contamination;  sewage  disposal;  state  free-care  of  the  tuberculous,  for 
tuberculosis  is  a  preventable  and  arrestable  disease;  free  medical  serv- 
ice to  all  who  apply;  and  diagnostic  facilities  from  the  state  board  of 
health  laboratories.  In  respect  to  sewage  disposal  and  water  pollution 
it  is  safe  to  say  that  if  the  laws  already  in  existence  for  the  regulation 
of  these  things  were  to  be  rigidly  enforced  and  a  small  portion  of  a 
compulsory  health  insurance  budget  be  appropriated  to  such  an  end 
the  curtailment  of  disease  would  be  as  striking  as  it  has  been  under 
the  influence  of  water  filtration. 

If  the  American  Association  for  Labor  Legislation  were  to  concen- 
trate on  a  plan  to  nationalize  curfew  for  the  children  of  our  country 
their  efforts  would  be  rewarded  by  results  which  would  be  spelled  by 
reduction  of  prostitution,  reduction  of  venereal  diseases,  reduction  in 
amount  of  cigarette-smoking,  the  production  of  a  sturdier  race  and 
the  establishment  of  a  race  definitely  resistant  to  all  of  the  diseases  of 
childhood  and  such  plagues  as  tuberculosis. 

If  any  portion  of  the  compulsory  health  insurance  budget  were 
annually  appropriated  to  the  project  of  a  more  universal  water  filtra- 
tion and  to  more  perfect  plans  of  sewage  disposal  a  step  will  again 
have  been  taken  in  the  right  direction  to  prevent  disease,  to  reduce 
economic  losses  due  to  sickness  and  loss  of  labor  and  naturally  to 
reduce  poverty. 

We  do  not  need  more  laws.  We  need  more  rigid  enforcement  of 
those  we  already  have.  Right  here,  as  both  a  state  and  a  national 
provision,  let  me  add  that  the  enforcement  of  legislation  regarding 
profiteering  and  gouging  would  enable  the  public  to  be  better  clothed. 
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better  housed,  more  properly  fed  and  to  be  definitely  more  healthful. 
All  these  are  mentioned  to  show  that  the  physician  has  not  been 
unmindful  of  the  public  good,  and  that  insofar  as  preventive  medicine 
is  concerned  he  has  never  obstructed  legislation  nor  health  provisions 
that  would  prove  themselves  worthy.  Therefore  his  opposition  to 
compulsory  health  insurance  is  not  due  to  financial  considerations, 
but  due  to  an  unprejudiced  belief  and  a  knowledge  born  of  liberal 
experience  that  compulsory  health  insurance  will  not  accomplish 
what  its  proponents  claim. 

In  conclusion  let  me  state  that  compulsory  health  insurance  is  not 
remedial,  since  it  does  not  correct  existing  conditions  nor  does  it 
supply  an  existing  need.  It  imposes  a  liability  where  neither  liability 
nor  duty  existed.  It  imposes  dependence  and  places  one  subject  to 
the  wishes  of  the  state  whether  such  wishes  coincide  with  those  of 
the  recipient.  It  has  not  reduced  the  incidents  of  illness  nor  poverty 
in  countries  in  which  it  has  been  given  a  fair  trial.  It  has  been  known 
in  Germany  and  other  countries  to  have  increased  malingering,  since 
it  enables  one  who  is  indisposed  as  a  result  of  a  debauch  or  other 
indiscretion  to  feign  illness  from  natural  consequences,  to  receive 
treatment  as  a  matter  of  course  together  with  a  beneficiary  stipend. 

Its  advocates  liken  it  unto  the  Workmen's  Compensation  Act,  a  piece 
of  legislation  which  is  remedial,  which  has  partially  supplied  an  exist- 
ing need  and  is  established  on  a  firm  economic  basis,  none  of  which 
qualifications  are  possessed  by  compulsory  health  insurance. 

Conclusion.  More  corrective,  more  remedial  and  more  logical  would 
be  the  investment  annually  of  one-quarter  of  the  amount  necessary 
for  a  compulsory  health  insurance  budget  toward  corrective  measures 
directed  to  community  and  municipal  sanitation;  state  sanitation;  the 
establishment  of  a  Federal  department  of  health;  Federal  exclusion  of 
undesirables;  Federal  supervision  of  interstate  water  supplies  and  of 
sewage  disposal;  the  improvement  of  districts  infested  with  malaria 
and  similar  plagues;  a  municipal,  a  state,  an  interstate  and  a  Federal 
movement  directed  against  the  ravages  of  tuberculosis  and  cancer; 
common-school  education;  full  hours  in  school;  an  ample  number  of 
teachers  amply  paid;  community  school  meetings,  and  community 
health  meetings  for  parents.  Why  is  the  public  learning  the  beneficial 
influences  of  bathing,  proper  selection  of  food,  proper  hours  of  rest, 
proper  and  correct  methods  of  working,  correct  clothing,  proper  sex 
relations,  ample  ventilation,  isolation  of  the  sick,  curfew  and  a  thou- 
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sand  and  one  other  things?  They  have  learned  these  beeause  the 
medical  profession  unaided,  without  any  financial  budget,  by  personal 
instruction,  involving  their  own  time,  has  enlightened  the  public  on 
these  points  and  is  continuing  so  to  do. 

Finally  the  physician's  duty  in  respect  to  this  proposed  legislation  is 
to  get  enthusiastic,  get  twenty-five  others  enthusiastic,  and  get  each 
of  these  to  set  twenty-five  others  thinking,  organize,  put  up  some 
money,  fight  hard  and  cripple  the  proposition  now,  for  this  scheme  is 
not  an  institution  for  true  Americans.  Millions  have  come  to  our  shores 
to  avoid  it,  and  if  we  exert  any  effort  at  all  we  will  be  able  to  thank 
God  that  it  never  will  become  an  American  institution. 
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Items  of  Interest  from  Philadelphia  Medical  Centers 


Hahnemann  University.  Harry 
Wollman,  M.D.,  has  been  appointed 
vice  president  for  Academic  Affairs 
and  Dean  of  the  School  of  Medi- 
cine. 

The  Editor  regrets  the  misspell- 
ing of  the  name  of  William  S.  Frank  I, 
M.D.,  in  the  June  1987  issue  of 
Transactions  &  Studies. 

Thomas  Jefferson  University.  The 

appointment  is  announced  of  Rich- 
ard Depp  III,  M.D.,  as  professor  of 
obstetrics  and  gynecology  and 
chairman  of  the  department. 

Carl  M.  Mansfield,  M.D.,  profes- 
sor of  radiation  therapy  and  nuclear 
medicine  and  chairman  of  the  de- 
partment, has  been  voted  president- 
elect of  the  American  Radium  So- 
ciety for  a  term  of  one  year. 

The  Center  for  Research  in  Med- 
ical Education  and  Health  Care  has 
received  a  grant  from  the  American 
Board  of  Family  Practice  to  study 
the  Board's  process  of  certification 
of  medical  residents  and  recertifi- 
cation  of  family  practitioners.  Jo- 
seph S.  Gonnella,  M.D.,  dean  and 
vice  president,  will  be  the  principal 
investigator. 

The  American  Association  for  the 
Advancement  of  Science  has  elected 
Allan  J.  Erslev,  M.D.,  a  Fellow. 

John  J.  Viola,  Jr.,  completing  his 
third  year  at  Jefferson  Medical  Col- 
lege, has  been  selected  for  a  posi- 
tion with  the  HHMI-NIH  Research 


Scholars  Program. 

Jean  Gordon,  M.D.,  a  1987  grad- 
uate of  Jefferson  Medical  College, 
is  the  recipient  of  a  Henry  J.  Kaiser 
Family  Foundation  Merit  Scholar 
Award. 

George  Alexander,  M.D.,  assistant 
professor  of  radiation  therapy  and 
nuclear  medicine,  has  been  ap- 
pointed assistant  dean  of  student  af- 
fairs and  minority  affairs. 

Medical  College  of  Pennsyl- 
vania. A  new  program,  Child  Sex- 
ual Abuse  Evaluation  and  Treatment 
Program,  is  under  way,  directed  by 
Susan  McLeer,  M.D.,  and  Esther 
Deblinger,  Ph.D. 

Janet  A.  Parker,  M.D.,  professor  and 
director  of  radiation  oncology  and 
nuclear  medicine,  is  a  recipient  of 
the  1987  Commonwealth  Board 
Award. 

Dorothy  Barbo,  M.D.,  has  been 
appointed  to  serve  on  the  Fertility 
and  Maternal  Health  Drugs  Advis- 
ory Committee  of  the  Food  and 
Drug  Administration. 

The  appointment  has  been  an- 
nounced of  Barbara  F.  Atkinson, 
M.D.,  as  professor  and  chairman  of 
the  department  of  pathology. 

The  1987  recipients  of  the  Chris- 
tian R.  and  Mary  F.  Lindback  Awards 
for  teaching  excellence  are  Charles 
D.  Puglia,  Lh.D.,  and  Garrett  E. 
Bergman,  M.D. 
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Paschal  Michael  Spagna  MIX.  has 
been  appointed  chief  of  the  division 
of  cardiothoracic  surgery. 

University  of  Pennsylvania 
Health  Institutions.  Clay  M.  Arm- 
strong, M.D.,  has  been  elected  to 
the  National  Academy  of  Sciences. 

Edward  J.  Stemmler,  M.D.,  has 
been  elected  vice  chairman  of  the 
National  Board  of  Medical  Exam- 
iners. 

R.  Bruce  Heppenstall,  M.D.,  w  ill 
serve  as  the  chief  of  the  department 
of  orthopedic  surgery. 


The  John  D.  and  Catherine  T. 
MacArthur  Foundation  of  Chicago 
has  aw  arded  .1  I  l)S~  Mat  Arthur  Pel 
lowship  to  Stuart  Alan  Kauffman, 
M.D. 

By  the  end  of  198^  it  is  antici- 
pated that  a  program  in  injury  care 
and  air  ambulance  service  will  be 
operational  under  the  direction  of 
C.  William  Schwab,  M.D. 

Louis  Sokoloff,  M.D.,  and  Francis 
C.  Wood,  M.D.,  have  received  the 
School  of  Medicine's  1987  Distin- 
guished Graduates  Award. 


2(r 


NLM  Visiting  Historical  Scholar  Program 

The  National  Library  of  Medicine  plans  to  select  one  (  1 )  recognized 
scholar  to  engage  in  historical  research  and  staff  consultation  during 
the  1988-89  season.  Applications  are  now  invited  from  individuals 
interested  in  spending  from  6  to  12  months  at  the  Library  between 
September  1,  1988  and  August  31,  1989.  Detailed  announcements  and 
application  forms  may  be  obtained  from  the  Chief,  History  of  Medi- 
cine Division,  National  Library  of  Medicine,  8600  Rockville  Pike, 
Bethesda,  Maryland  20894.  Telephone  (301)  496-5405.  The  closing 
date  is  February  1,  1988. 
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On  the  recommendation  of  Council,  in  1988  Transactions  &  Studies  of  the  College  of 
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the  Bicentennial  of  the  College 

The  proceedings  of  special  anniversary  events  will  be  published  with  scientific  reports  and 
societal  information  as  has  been  the  case  in  the  past.  Incidentally,  this  journal  was  published  as 
an  annual  issue  from  1874  to  1932. 
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John  Chalmers  DaCosta,  M.D. 

FREDERICK  B.  WAGNER,  JR. 

By  virtue  of  his  spoken  and  written  words,  John  Chalmers  DaCosta 
was  one  of  the  most  brilliant  men  of  his  era.  After  the  lapse  of  more 
than  half  a  century  it  is  fitting  to  recall  the  remarkable  scholarship  and 
personal  magnetism  that  ranked  him  among  the  best  surgical  educators 
in  the  nation. 

Although  considered  a  native  Philadelphia!!,  "Jack"  DaCosta  was 
born  in  Washington,  D.C.,  on  November  15,  1863.  His  mother,  nee 
Margaret  Beasley,  had  taken  temporary  residence  there  to  be  near  her 
husband,  George  Tallman  DaCosta,  who  was  in  the  infantry  of  the 
Army  of  the  Potomac.  The  DaCosta  name  was  of  Spanish  ancestry,  but 
the  family  had  long  been  Philadelphian.  The  archives  of  Jefferson 
Medical  College  contains  a  partial  genealogy  record  in  our  subject's 
own  handwriting  that  traces  the  first  identifiable  family  member  to 
Isaac  DaCosta,  who  migrated  from  London  to  Boston  in  1697  and 
married  Mary  Temple.  Succeeding  members  of  the  family  were  well- 
to-do  and  respected  citizens  of  Boston,  some  of  whom  served  during 
the  American  Revolution.  Following  the  Revolution,  a  Joseph  DaCosta 
in  1794  married  Ann  Tallman  in  Christ  Church  in  Philadelphia.  She 
was  of  German  descent  on  the  paternal  side  but  Scottish  in  the  Chal- 
mers family  on  the  maternal  side.  From  this  time  on,  the  names  of 
Chalmers  and  Tallman  appeared  frequently  in  subsequent  generations. 

Jacks  grandfather  had  engaged  in  the  East  India  shipping  trade  and 
was  one  of  the  founders  and  first  president  of  the  Camden  and  Atlantic 
Railroad.'  Jacks  father,  George  T,  also  became  president  of  the  rail- 
road, which  at  that  time  was  prospering.  George  named  his  son  Jack 
after  his  brother,  Dr.  John  Chalmers  DaCosta  (1834—1910),  who,  after 
working  as  an  engineer  for  twenty  years,  was  graduated  from  Jefferson 
in  1878  and  became  a  gy  necologist  at  Jefferson  Hospital  ( 1884— 1901). 2 
This  led  to  a  confusing  proliferation  of  John  Chalmers  DaCostas  (Fig. 
1 ),  since  Jack's  uncle  had  a  son  named  after  him  as  John  Chalmers 
DaCosta,  Jr.  ( 1871-1920).  Thus,  our  subject,  John,  and  John,  Jr.  were 
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John  C  halmers  DaCosta,  VI. D. 

( 1834-1910) 
Gynecologist 

son 

John  Chalmers  DaCosta,  M  l)  cousins  John  Chalmers  DaCosta,  Jr.,  \l  I) 

(1863-1933)  (1871-1920) 
(  "Jack  )  dross  Professor  ol  Surgerj  ("Black  jack  )  Internist 

Figure  1.  Relationship  of  three  John  Chalmers  DaCostas  at  Jefferson  Medical 
College. 


George  Tallman  l).i<  osia  brothers 

Railroad  President 


first  cousins.  The  latter  was  also  graduated  from  Jefferson  Medical 
College  ( 1893)  and  taught  internal  medicine  there,  with  the  sobriquet 
of  "Black  Jack."  The  three  John  Chalmers  DaCostas,  each  a  Jefferson 
graduate  and  teacher,  were  not  related  to  Jacob  *Mendez  DaCosta,  also 
a  Jefferson  graduate  (1852)  and  Professor  of  Medicine  at  Jefferson 
(  1872-1891 ),  whose  ancestry  was  Portuguese. 

Early  Years 

After  the  Civil  War  the  DaCosta  family  moved  to  Orange,  New 
Jersey,  for  several  years  and  then  to  334  North  Front  Street  in  Phila- 
delphia. The  family  was  affluent  and  had  a  summer  home  at  Cloverdale 
Farm,  midway  between  Camden  and  Haddonfield,  New  Jersey.  This 
country  dwelling  was  adjacent  to  Newton  Creek,  in  which  the  young 
DaCosta  swam  and  fished.  On  rainy  days  he  played  with  his  brother 
and  cousins  in  a  gymnasium  built  in  the  barn.  His  father,  in  addition 
to  his  railroad  responsibilities,  found  time  for  literature  and  book 
collecting,  which  profoundly  influenced  young  Jack's  impressionable 
character.  By  the  time  Jack  was  eight,  his  mother  had  taught  him  much 
of  the  history  of  Elizabethan  England.  It  is  not  surprising  that  in  this 
environment  and  with  an  early  delight  in  poetry,  he  would  recite  The 
Charge  of  the  Light  Brigade  and  Sheridan  's  Ride  for  the  entertainment 
of  his  family  and  friends. 

At  the  age  of  nine  an  unfortunate  event  occurred  in  DaCosta's  life. 
He  was  accidentally  struck  in  the  right  eye  by  a  pinecone,  which 
eventually  led  to  loss  of  sight  in  that  eye.  He  was  treated  by  Dr.  George 
Strawbridge  (1844—1914),  an  ophthalmic  surgeon  from  Wills  Eye 
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Hospital,  with  a  compassion  that  profoundly  influenced  him  to  con- 
sider a  medical  career.  Furthermore,  he  was  fascinated  by  surgery  and 
would  sometimes  amuse  himself  by  trying  to  fashion  his  mother's 
hairpins  into  surgical  instruments.  This  was  not  encouraged  hy  his 
father,  who  wished  him  to  study  law. 

Possibly  because  of  his  eye  injury,  DaCosta's  parents  allow  ed  him 
extra  concessions,  such  as  riding  the  locomotives  to  Atlantic  City  in 
the  cab  with  the  engineer  and  occupying  the  fireman's  seat.  The  friend 
ships  with  the  railroad  men  and  pleasure  in  riding  on  locomotives 
persisted  from  these  early  years  until  he  became  crippled  in  later  life. 

When  DaCosta  was  twelve,  his  uncle,  Dr.  John  Chalmers  DaCosta, 
and  his  father  were  members  of  the  Volunteer  Fire  Departments  of 
Haddonfield  and  Philadelphia.  Their  interests  rubbed  off  on  him  so 
strongly  that  he  developed  throughout  life  an  intimate  association  with 
the  Philadelphia  Fire  Department. 

The  family  moved  to  Delancey  Street  betw  een  23rd  and  24th  Streets 
when  DaCosta  was  fifteen.  With  his  firm  decision  to  study  medicine, 
he  secured  a  skull  from  a  medical  student  and  began  on  his  own 
initiative  to  read  both  volumes  of  Horner's  Anatomy.  Having  received 
his  preliminary  education  at  Friends'  Central  and  Brown  Preparatory 
School,  he  entered  the  University  of  Pennsylvania  in  1880  at  the  age 
of  seventeen.  During  his  college  years,  while  majoring  in  chemistry, 
he  took  occasion  to  attend  the  clinics  in  the  old  amphitheater  at 
Blockley  (Philadelphia  General  Hospital),  and  to  observe  the  elder 
Gross,  Agnew  and  Pancoast  perform  operations.  Later  in  life,  DaCosta 
was  to  write  of  the  elder  Gross  that  he  "beheld  the  mighty  leader  a 
great  many  times,  heard  him  lecture  frequently,  and  watched  him 
operate,  and  in  him  always  saw  the  embodiment  of  surgical  learning, 
dignity,  and  distinction,  and  felt  that  fifty  years  of  American  Surgery 
were  speaking  through  his  lips."3 

Before  DaCosta  completed  his  college  course,  his  father  died  and 
the  family  suffered  financial  reversals.  His  two  years  of  college  were 
ample  at  that  time  for  matriculation  at  the  Jefferson  Medical  College 
in  i882,  from  which  he  was  graduated  in  f  885  as  class  valedictorian. 
After  thirteen  months  of  residency  at  the  Old  Blockley  Hospital,  he 
accepted  the  position  of  assistant  physician  to  the  Insane  Department 
of  the  same  institution.  His  dealings  with  the  aberrations  of  the  insane, 
which  drained  him  emotionally  because  of  his  sympathetic  nature, 
were  depressing.  He  was  also  disturbed  by  the  politics  and  politicians 
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involved  in  the  management  of  the  hospital.  These  frustrating  expe- 
riences were  dramatically  recalled  by  DaCosta  in  an  address  delivered 
on  the  twenty-first  anniversary  of  the  Association  of  the  Residents  and 
lix -Residents  of  the  Philadelphia  Hospital  on  November  12,  1907  and 
published  in  The  Journal  of  the  American  Medical  Association  on 
April  1 1,  1908.  This  article  is  worth  reading  not  only  for  its  historic 
interest  but  also  for  its  insight  into  the  florid  literary  style  and  uncon- 
ventional character  of  its  author. 

After  a  series  of  distressing  events,  a  breakdown  occurred  when  one 
of  his  patients  committed  suicide  by  hanging.  According  to  the  memoir 
by  Dr.  Thomas  A.  Shallow,  who  eventually  succeeded  him  as  Gross 
Professor  of  Surgery  at  Jefferson,  "With  the  wind  outside  howling,  and 
the  lunatics  inside  shrieking,  Dr.  DaCosta  cut  down  the  body,  took  a 
large  drink  of  liquor  and  wrote  his  resignation."4 

In  1887,  apparently  not  totally  disillusioned,  DaCosta  became  as- 
sistant physician  to  the  Pennsylvania  Hospital  for  the  Insane,  situated 
at  44th  and  Market  Streets  and  known  then  as  Kirkbride's.  There  he 
worked  with  Dr.  John  B.  Chapin,  who  became  his  stalwart  friend  and 
further  stimulated  his  interest  in  the  nervous  system.  The  experiences 
at  Blockley  and  the  Pennsylvania  Hospital  for  the  Insane  laid  the 
groundwork  for  his  extensive  knowledge  and  continued  interest  in 
neurology,  which  later  enhanced  his  diagnostic  skill  and  teaching. 

On  the  termination  of  his  contract  with  the  Pennsylvania  Hospital 
in  1887,  DaCosta  started  a  private  practice  and  became  appointed  an 
assistant  demonstrator  of  anatomy  and  one  of  the  clinical  assistants  in 
the  surgical  outpatient  department  to  Professor  Samuel  W.  Gross,  son 
of  the  elder  Gross  who  had  died  just  three  years  previously.  He  opened 
his  office  at  2047  Locust  Street  in  one  room  of  the  first  floor  of  a 
dressmaking  establishment. 

With  the  premature  death  of  Dr.  Samuel  W.  Gross  from  pneumonia 
in  1889,  Dr.  William  W.  Keen  succeeded  to  the  Professorship  at  Jef- 
ferson and  took  on  the  young  and  promising  DaCosta  as  an  office 
assistant.  The  latter  had  very  little  private  practice  and  was  as  yet 
unmarried.  As  a  typical  DaCosta  quip  he  would  tell  people  that  the 
name  on  this  office  was  only  "a  coffin  plate  on  a  dead  business."  His 
spare  time  away  from  Jefferson  Hospital  and  Dr.  Keen's  office  was 
spent  collaborating  on  Keating's  Medical  Dictionary  and  preparing 
his  Modern  Surgery,  General  and  Operative,  which  was  first  published 
in  1 894  when  he  was  thirty-one  years  of  age.  By  the  following  year  he 
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had  written  many  additional  articles  and  was  appointed  Clinical  Pro- 
fessor of  Surgery. 

In  1895  Jefferson  Medical  College,  under  the  Board  Presidency  of 
Mr.  William  Potter,  was  changing  from  "proprietary"  to  a  nonprofit 
sharing  corporation.  This  meant  that  the  full  professors  would  have  to 
accept  fixed  salaries  as  a  measure  of  compensation  for  their  teaching, 
and  the  surplus  funds  would  thereafter  accrue  to  the  benefit  of  the 
school  rather  than  to  their  personal  profit.  DaCosta  rallied  the  support 
of  the  Alumni  Association  in  favor  of  this  change  at  its  annual  banquet 
in  his  famous  speech  entitled  The  Professorial  Jackpot.  This  was  the 
beginning  of  his  leadership  and  influence  in  the  affairs  of  the  Alumni 
Association,  which  would  later  honor  him  in  many  ways. 

On  February  26,  1895,  he  married  Mary  Roberts  Brick.  Whatever 
the  significance  of  the  similarity  might  be,  one  cannot  fail  to  note  that 
the  widowed  Mrs.  Samuel  W.  Gross  waited  for  William  Osier  to  com- 
plete his  Principles  and  Practice  of  Medicine  in  1892  before  engaging 
in  marriage,  just  as  Mary  Brick  may  have  waited  for  DaCosta  to  com- 
plete his  Modern  Surgery.  Both  ladies  wholeheartedly  supported  the 
continued  literary  efforts  of  their  distinguished  husbands  through 
many  future  editions  of  their  famous  textbooks.  DaCosta  in  1885, 
during  his  residency  at  Blockley,  must  have  come  in  contact  with 
William  Osier,  who  taught  there  from  1884  to  1889,  but  neither  refers 
to  the  other  in  his  writings.  Perhaps  the  student-teacher  relationship 
was  premature,  since  Osier  did  not  achieve  his  greater  renown  until 
he  went  to  Johns  Hopkins. 

Rival  medical  schools  began  to  offer  DaCosta  alluring  teaching  po- 
sitions. In  1900  Drs.  William  W.  Keen  and  John  Hill  Brinton,  who 
were  co-professors,  agreed  to  DaCosta's  promotion  as  a  third  full  pro- 
fessor in  order  to  hold  him  at  Jefferson.  DaCosta,  then  thirty-seven 
years  old,  had  "arrived." 

Middle  Years 

Dr.  DaCosta's  surgical  training  had  been  achieved  in  the  system 
characteristic  of  those  times,  by  working  in  the  surgical  outpatient 
department,  by  giving  anesthesia  and  by  acting  as  office  assistant  to  an 
established  surgeon.  His  pupil-master  relationship  was  with  the  re- 
nowned Dr.  W.  Williams  Keen  (Fig.  2 ).  His  later  accolade  to  Keen  was 
"everything  that,  since  that  time,  I  may  have  gained  in  professional 
life,  I  owe  entirely  to  his  early  aid  at  a  critical  period;  to  his  enduring 
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Figure  2.  Photographed  in  the  surgical  amphitheater  of  Jefferson  Hospital  in  1 894. 
Dr.  William  W.  Keen,  with  ungloved  bloody  hands,  is  seated  next  to  Dr.  William 
Joseph  Hearn  (anesthetist  in  Eakins's  Gross  Clinic).  DaCosta  stands  third  from  left. 


friendship  and  to  his  constant  support.  "5  In  1907,  at  the  retirement  of 
Keen  (who  became  Emeritus  and  lived  for  another  twenty-five  years), 
DaCosta  was  the  appointed  successor.  In  1910,  with  the  endowment 
of  the  Samuel  D.  Gross  Professorship  by  Gross's  daughter,  Maria  Gross 
Horwitz,  the  unopposed  and  unanimous  choice  was  DaCosta.  He  held 
this  chair  until  his  death. 

The  Wednesday  afternoon  surgical  clinic  in  the  amphitheater  before 
the  combined  junior  and  senior  classes  was  in  its  heyday  during  DaCosta's 
time,  although  this  type  of  teaching  persisted  at  Jefferson  into  the  late 
1950s.  Its  most  authoritative  description  is  that  of  Dr.  Edward  J.  Klopp, 
a  Jefferson  graduate  of  1906,  who  served  as  Professor  of  Surgery  from 
1931  to  1936:  "He  loved  to  teach  and  his  hearers  were  impressed  with 
his  foundation  in  anatomy,  his  knowledge  of  surgery,  his  familiarity 
with  history,  his  frequent  quotations  from  literature,  his  inimitable 
manner  in  presenting  a  subject.  Jack  DaCosta  always  was  at  his  best 
before  a  large  audience.  Only  those  who  saw  him  before  he  became 
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incapacitated  in  1922  will  remember  his  characteristic  attitude  while 
conducting  a  diagnostic  clinic  for  the  students;  with  amphitheatre 
tilled  to  capacity,  the  clinic  floor  and  doorway  crowded  with  visiting 
physicians,  confreres,  assistants  and  former  students  (Fig.  3)-  First 
standing  to  one  side  of  the  'pit'  with  arm  resting  on  the  rail  and  one 
foot  crossed  in  front  of  the  other,  then  walking  across  the  floor  with 
body  vibrating  and  knees  bending,  he  spoke,  giving  clear,  systematic, 
unmistakable  facts,  which  left  an  indelible  impression.  He  was  the  idol 
of  the  medical  students.  Their  admiration  was  spontaneous.  He  ap- 
pealed to  the  imagination,  aroused  enthusiasm,  and  stimulated  effort."6 

DaCosta  added  spice  to  his  lectures  with  aphorisms  and  epigrams. 
They  numbered  in  the  hundreds  and  clung  to  the  mind  like  burrs.  A 
few  examples  will  suffice: 

"Sometimes  a  man  tells  the  truth  out  of  pure  meanness." 

"Many  a  man  who  is  brooding  over  alleged  mighty  discoveries  re- 
minds me  of  a  hen  sitting  on  billiard  balls." 

"A  fashionable  surgeon,  like  a  pelican,  can  be  recognized  by  the  size 
of  his  bill." 


Figure  3-  DaCosta  Clinic  (ca.  1912)  showing  old  operating  table  in  "the  pit." 
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"The  public  has  an  idea  that  a  consultation  is  a  meeting  of  accom- 
plices." 

"There  is  a  splendid  chance  to  do  good  in  surgery,  especially  if  you 
don't  care  who  gets  the  credit." 

"To  write  an  article  of  any  sort  is,  to  some  extent,  to  reveal  ourselves. 
Hence,  even  a  medical  article  is,  in  a  sense,  something  of  an  autobiog- 
raphy." 

"The  first  patient  I  ever  had  stole  my  umbrella.  In  those  days  patients 
regarded  the  '9  to  1 '  on  my  sign  as  a  notice  of  the  odds  against  them." 

During  the  early  1920s  one  of  the  Mayo  brothers  visited  the  Da- 
Costa  clinic.  On  being  asked  to  stand  up  and  make  a  few  remarks,  he 
said:  "In  the  presence  of  the  greatest  teacher  of  surgery  in  the  United 
States  today,  I  have  nothing  to  say,"  and  he  sat  down.* 

At  Jefferson  Hospital  as  Attending  Surgeon,  his  confrere  was  John 
H.  Gibbon,  Sr.,  who  succeeded  Dr.  John  Hill  Brinton  as  Professor  of 
Surgery  in  1907  when  DaCosta  succeeded  Keen.  The  chair  of  surgery 
had  split  into  two  professorships  when  Samuel  D.  Gross  resigned  in 
1882.  DaCosta  and  Gibbon,  Sr.,  worked  harmoniously  in  tandem  and 
resigned  together  in  1931,  when  Thomas  A.  Shallow  and  Edward  J. 
Klopp  became  their  respective  successors. 

DaCosta  served  for  many  years  as  Surgeon  to  the  Philadelphia  Gen- 
eral Hospital  and  later  as  Consultant  to  St.  Joseph's  and  Misericordia 
Hospitals.  In  the  operating  room  he  exhibited  a  thorough  knowledge 
of  practical  anatomy  and  sound  surgical  judgment.  It  should  be  re- 
called that  surgery  of  that  era  would  be  considered  elementary  by 
today's  standards.  Anesthesia  was  usually  by  open  drop  ether,  admin- 
istered by  nurses,  interns  or  office  assistants,  with  the  surgeon  in  total 
command  as  "captain  of  the  ship."  Blood  transfusions,  fluid  and  elec- 
trolyte replacement  and  antibiotics  were  a  generation  away.  Periton- 
itis was  the  great  bugbear  of  abdominal  surgery.  Primary  anastomosis 
after  colon  resection  was  prohibitive.  Gastroenterostomy  was  his  most 
complicated  stomach  operation,  and  he  never  performed  a  gastrec- 
tomy. Mastectomy,  herniorrhaphy,  colostomy,  hysterectomy,  oopho- 
rectomy, cholecystectomy,  appendectomy,  and  amputations  were  the 


"Personal  communication  from  Benjamin  F.  Haskill,  M.D.,  Jefferson  Medical  College  Class  of 
1923. 
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common  major  operations  (Fig.  4).  It  must  also  be  remembered  that 
DaCosta  was  blind  in  his  right  eye.  His  handling  of  tissues  w  as  some- 
what rough,  and  his  well-chosen  assistants  often  came  to  his  rescue  if 
bleeding  became  excessive.  Despite  all  this,  DaCosta's  reputation  as  a 
surgeon  was  never  but  highly  respected.  With  the  onset  and  increase 
of  arthritis  in  the  early  1920s  his  assistant.  Dr.  Thomas  A.  Shallow, 
became  DaCosta's  "hands." 


Figure  4.  DaCosta's  surgical  instruments. 


As  an  author,  DaCosta's  magnum  opus  was  Modern  Surgery,  w  hich 
went  through  ten  editions  between  1894  and  1931.  It  was  a  standard 
textbook  in  medical  schools  throughout  the  United  States.  He  edited 
an  English  version  of  Zuckerkandl's  Operative  Surgery  (1898),  Gray's 
Anatomy  (1905),  as  well  as  articles  in  J.  C.  Wilson's  Applied  Thera- 
peutics, Hobart  A.  Ware's  American  System  of  Therapeutics,  Keating's 
Encyclopedia  of  Children's  Diseases,  and  Wood's  Reference  Hand 
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Figure  5.  DaCosta  in  his  Fire  Chief  uniform. 


Book.  His  scientific  interests  were  broadly  based  into  such  diverse 
subjects  as  osteitis  deformans,  tumors  of  the  broad  ligament,  poly- 
pharmacy, medical  ethics  and  medical  activities  of  the  Navy.  His  early 
experiences  in  neuropsychiatry  led  to  articles  on  surgical  treatment 
of  epilepsy,  the  diagnosis  of  postoperative  insanity,  concussion  of  the 
brain,  suicide,  and  even  the  surgery  of  idiocy  and  insanity. 

In  1903  DaCosta  wrote  an  article  on  The  Effects  of  the  Inhalation 
of  Smoke  and  of  Irritating  and  Poisonous  Gases  by  Firemen.  This 
was  an  expression  of  the  intense  interest  he  maintained  throughout 
life  in  fires  and  firemen.  For  about  thirty-five  years  he  was  surgeon  to 
the  Firemen's  Pension  Fund,  in  which  capacity  he  served  without 
salary.  Until  the  time  of  his  death  he  had  an  extension  of  the  city  fire 
alarm  system  installed  in  his  home.  Its  bell  signaled  all  of  the  first 
alarms  and  many  of  the  local  calls  that  were  sent  out  from  the  central 
station.  Wearing  his  badge,  he  would  attend  all  the  fires  he  could, 
riding  with  his  friend,  Chief  Baxter,  on  the  horse-drawn  apparatus 
(Fig.  5 ).  Following  Baxter's  death,  DaCosta  continued  riding  to  many 
of  the  larger  fires  with  Deputy  Chief  Waters.  Extinguishing  the  fires 
fascinated  him,  but  his  purpose  was  to  render  immediate  care  to  any 
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injured  firemen,  identieal  to  that  given  to  his  private  patients  His 
acquaintances  included  men  and  officers  of  lire  departments  as  far 
away  as  New  York,  Atlantic  City  and  Baltimore.  While  a  young  man 
he  used  to  drop  by  the  fire  station  at  21st  and  Market  streets  or  16th 
and  Sansom  to  read  poetry  of  his  own  composition  or  frequently  that 
of  his  favorite,  Robert  Burns. 

In  May  1931  at  one  of  his  Wednesday  clinies,  DaCosta  in  his  wheel- 
ehair  was  made  an  Honorary  Deputy  Chief  of  the  Philadelphia  Fire 
Department,  a  distinction  not  previously  held  by  anyone  (Fig.  6).  He 
was  presented  with  a  beautiful  diamond-studded  badge  of  office  and 
was  sworn  in  by  Director  of  Public  Safety  Lemuel  B.  Schofield  in  the 
presence  of  Chief  Ross  B.  Davis  and  Fire  Captain  Edwin  M.  Fair.  In 


Figure  6.  DaCosta  (in  wheelchair)  on  being  appointed  Honorary  Deputy  Fire 
Chief. 


219 


Frederick  B.  Wagner,  Jr. 


1951  the  badge  was  presented  to  Jefferson  Medical  College  by  Mrs. 

Thomas  B.  K.  Ringe,  one  of  Mrs.  DaCosta's  nieces  and  the  newly 
elected  president  of  the  Women's  Board  of  the  Hospital.  In  this  cere- 
mony the  badge  was  accepted  for  the  institution  by  Dr.  Thomas  A. 
Shallow,  the  successor  to  Dr.  DaCosta.  It  is  greatly  admired  in  Jeffer- 
son's archival  treasure  trove. 

Another  hobby  that  DaCosta  carried  through  life  was  the  locomo- 
tive. It  was  his  proud  boast  that  he  could  drive  a  shifting  engine  in  the 
Camden  yards.  His  home  contained  many  large  photographs  of  famous 
locomotives.  In  1903  he  sponsored  a  free  course  at  the  Jefferson 
Medical  College  in  first  aid  training  to  the  employees  of  the  railroads 
entering  Philadelphia,  so  that  all  trainmen  could  be  able  to  render 
assistance  to  those  wounded  in  wrecks."  The  railroad  officials  were 
pleased  with  the  suggestion,  and  the  Hospital  arranged  for  a  course  of 
illustrated  lectures.  DaCosta  used  the  railroads  in  an  unusual  manner 
to  grade  the  final  examinations  in  surgery.  He  would  purchase  a  rail- 
road mileage  book  of  1,000  miles  at  two  cents  a  mile  for  $20.  He- 
would  then  continue  on  a  long  train  ride  until  all  the  papers  were 
graded.9  He  also  used  the  trains  to  host  fishing  parties  for  his  surgical 
staff  and  friends  at  Spidel's  Hotel  in  Atlantic  City.  It  is  said  that  in  his 
final  days  he  often  wished  for  just  one  more  trip  to  Atlantic  City  by 
train. 

In  DaCosta's  earlier  years  his  interest  in  neuropsychiatry,  coupled 
with  the  necessity  to  augment  his  income,  led  to  his  appointment  as 
surgeon  to  the  Eastern  Penitentiary.  This  put  him  in  contact  with 
many  inmates,  some  of  whom  he  felt  could  be  rehabilitated  by  financial 
and  physical  aid.  An  outstanding  example  was  his  encounter  with 
"Split-the-wind"  Dunlop,  a  notorious  burglar  and  safecracker.  DaCosta 
took  the  risk  when  the  culprit  had  served  his  prison  term  to  arrange 
for  a  change  in  his  name,  provide  lodging  in  his  own  household,  and 
secure  employment  for  him  as  a  diener  in  the  anatomy  department  at 
Jefferson.  He  became  proficient  in  preparing  specimens  and  was  well 
liked.  When  he  became  seriously  ill  in  1910,  DaCosta  arranged  a 
private  room  for  him  in  the  hospital  and  the  best  of  care.  One  of  his 
visitors  was  a  detective  who  recognized  him  and  gave  the  story  to  the 
North  American,  a  Philadelphia  newspaper.  DaCosta  responded  in  his 
defense  and  argued  that  kindness  had  helped  him  find  the  straight  and 
narrow  path.  He  also  paid  for  his  burial,  in  which  banks  of  flowers 
were  sent  by  his  Jefferson  friends. 
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Another  example  of  DaCosta's  soft  and  sympathetie  nature,  often 
belied  by  his  austere  demeanor,  was  his  affection  for  his  handyman, 
Willie  Barrett.  This  black  man  was  sometimes  fired  at  the  end  of  the 
day  for  the  poor  performance  of  a  chore.  A  smile  would  appear  on 
Willie's  faee,  for  he  knew  that  on  reporting  to  work  the  following 
morning  he  would  receive  an  extra  dollar.  Willie  eventually  died  of 
coronary  thrombosis  in  the  comforting  arms  of  DaCosta,  who  refused 
a  postmortem  examination  because  "Willie  would  not  like  it." 

The  prominence  of  DaCosta  in  his  profession  led  to  membership  in 
many  societies,  although  he  was  not  a  "joiner"  in  the  ordinary  sense 
of  the  word.  He  was  loyal  and  active,  however,  in  whatever  organiza- 
tion he  espoused.  These  included  the  American  Surgical  Association, 
the  Society  of  Clinical  Surgery,  the  International  Surgical  Society,  the 
American  College  of  Surgeons  (of  which  he  was  Vice-President  in 
1928-29),  the  American  Philosophical  Society,  the  College  of  Phy- 
sicians of  Philadelphia,  the  Philadelphia  Academy  of  Surgery,  the  Phil- 
adelphia Neurological  Society,  the  Pathological  Society  of  Philadelphia, 
the  Philadelphia  County  Medical  Society,  the  American  Medical  As- 
sociation, the  U.S.  Naval  Reserve  and  Honorary  Fellow  of  the  Society 
of  Surgery  of  Bucharest,  Rumania. 

DaCosta  could  have  been  a  professor  of  English  literature  or  of 
history  in  almost  any  college  in  the  country.  His  Selections  from  the 
Papers  and  Speeches  of  John  Chalmers  DaCosta,  M.D.,  LL.D.  ( 1931 ), 
dedicated  to  Dr.  Harvey  Cushing,  are  replete  with  scholarly  articles 
and  speeches  in  these  fields,  and  they  are  put  down  with  style,  pungent 
and  precise.  Their  range  and  scholarship  reveal  a  voracious  and  en- 
cyclopedic mind  declaring  itself  in  historical  sketches,  biography,  po- 
litical jeremiads,  critiques  of  medical  trends  and  reflections  on  social 
dilemmas.  His  essay  on  suicide  is  as  pertinent  today  as  on  the  day  he 
wrote  it  in  1910.  Wis  Personal  Side  of  Pepys  showed  "the  lousy,  noisy, 
merry,  amorous,  drunken  London  of  the  Restoration."  Medical  Paris 
During  the  Reign  of  Louis  Philippe  revealed  the  France  of  that  period 
as  "the  laboratory  of  civilization  in  which  experiments  were  made  in 
art,  literature,  science,  government  and  vice;  and  Paris  was  a  crucible 
in  this  laboratory,  gleaming  with  incandescence."  He  had  read  all  the 
works  of  Dickens  and  could  quote  some  sections  from  memory.  His 
Dickens's  Doctors,  delivered  before  the  Philobiblon  Club  of  Philadel- 
phia in  1903,  disclosed  the  low  esteem  in  which  the  great  novelist 
held  the  medical  profession.  DaCosta  concluded,  "What  a  pity  that  he 
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never  delineated  sueh  a  lion-heart  as  Abernethy's,  such  a  lordly  soul 
as  Hunter's,  such  a  noble  career  as  Paget's,  or  such  a  helpful  life  as 
Gross's.  The  world  will  always  be  the  poorer  because  he  did  not."10 

One  of  DaCosta's  more  tangible  acts  relating  to  the  appreciation  of 
his  alma  mater's  heritage  was  his  resurrection  of  the  "old  operating 
table"  (Fig.  3)-  Made  in  the  early  1850s  and  depicted  by  Eakins  in  the 
famous  Gross  Clinic  painting  of  1875,  it  had  served  in  the  upper 
lecture  room  of  the  old  Tenth  Street  Medical  College  and  then  in  the 
"pit"  of  the  1 877  Hospital.  It  had  been  used  for  anatomy  and  obstetrical 
lectures  and  for  the  surgical  operative  clinics.  Sometime  around  1916 
DaCosta  wondered  what  had  happened  to  this  venerable  piece  of 
furniture.  It  was  found  in  the  basement,  being  used  to  hold  oil  cans 
and  waste  material.  Under  his  stimulus  the  Class  of  1916  had  it  re- 
paired and  attached  a  commemorative  plate  at  one  end.  The  Class  of 
1917  added  a  plaque  at  the  other.  It  was  displayed  in  the  library  of 
the  1928  College  building  for  many  years  and  again  went  into  storage. 
In  1982  it  was  once  more  restored  and  resides  in  a  specially  con- 
structed alcove  of  the  Samuel  D.  Gross  Conference  Room  in  the 
College.  DaCosta's  article  on  Facts  Concerning  the  Old  Operating 
Table  is  a  classic.11 

At  the  outbreak  of  World  War  I  DaCosta  served  as  a  Junior  Lieuten- 
ant in  the  Navy  and  became  promoted  to  the  rank  of  Commander.  In 
1 9 1 9  he  sailed  on  the  George  Washington  under  Admiral  Gleaves  on 
a  special  mission  to  care  for  the  ailing  President  Woodrow  Wilson 
while  negotiations  of  the  peace  treaty  and  League  of  Nations  were 
conducted. 

Later  Years 

In  1922,  at  the  age  of  fifty-nine,  DaCosta  became  afflicted  with 
rheumatoid  arthritis,  which  progressed  relentlessly.  With  character- 
istic tenacity  and  courage  he  continued  to  teach,  give  speeches,  write 
articles  and  edit  his  Modern  Surgery.  Two  poles  placed  beneath  his 
wheelchair  permitted  his  transport  out  of  the  house  to  a  waiting 
automobile.  Drs.  Thomas  Shallow,  Harvey  Righter  and  Henry  Seelaus 
formed  a  team  to  ensure  his  safe  passage  to  and  from  his  Wednesday 
clinic,  which  usually  commanded  standing  room  only.  His  first  letter 
of  resignation  to  the  Board  of  Trustees  in  1929  was  refused,  but  was 
finally  accepted  in  1931  when  he  agreed  to  oversee  the  running  of  his 
Department  by  Drs.  Shallow  and  Klopp.  During  these  years  he  re- 
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ceived  many  visits  from  his  staff.  Admiral  Glcavcs,  officers  of  the  lire 
department  and  friends.  He  suffered  constant  pain  throughout  these 
last  miserable  eleven  years. 

Despite  his  deteriorating  physical  condition,  DaCosta's  mind  re- 
mained active  and  he  received  many  honors.  In  1923  the  students' 
Yearbook  was  dedicated  to  him  for  the  second  time  (the  first  was  in 
1906).  The  Class  of  1924  had  his  portrait  painted,  depicting  him 
teaching  from  his  wheelchair  in  the  amphitheater;  this  started  the 
yearly  tradition  in  which  each  class  presented  the  portrait  of  a  favorite 
professor  to  the  College.  The  Class  of  1902  also  presented  DaCosta's 
portrait  in  1929,  and  the  Alumni  Association  commissioned  two  oth- 
ers. All  four  portraits  are  prominently  displayed  within  the  institution. 
The  Class  of  1926  presented  him  with  a  gold-headed  cane  inscribed 
with  his  name  as  the  first  Samuel  D.  Gross  professor.  At  its  fiftieth 
reunion  in  1976  the  same  class  endowed  a  fund  in  perpetuity  to  add 
the  name  of  each  succeeding  Gross  professor  on  a  separate  gold  plate 
(six  to  date).  He  received  the  Strittmatter  Award  of  the  Philadelphia 
County  Medical  Society  in  1926.  The  Jefferson  Alumni  Association  in 
May  1927  erected  a  tablet  that  recorded  the  gift  of  SI 00,000  as  a 
memorial  in  his  honor  to  the  establishment  of  a  Department  of  Ex- 
perimental Medicine  in  the  new  (1928)  Medical  College  building. 

On  April  30,  1930,  "The  DaCosta  Surgical  Night"  was  held  under 
the  auspices  of  the  Philadelphia  County  Medical  Society  to  establish 
the  DaCosta  Foundation  for  postgraduate  education  of  members  of 
the  Society.  Scientific  papers  were  read  by  Drs.  John  B.  Deaver,  Ru- 
dolph Matas  and  Walter  E.  Dandy.  DaCosta  himself  gave  the  second 
annual  oration  the  following  year  in  a  farewell  address  to  the  Society. 
He  spoke  from  his  wheelchair  with  an  attendant  to  hand  him  the  pages 
and  wipe  his  brow.  In  The  Philadelphia  Record  it  was  reported  that 
"An  audience  of  about  1,000  physicians  and  their  wives  alternately 
shouted  with  glee  and  wept  as  the  aged  and  broken  surgeon  and 
teacher  denounced  and  applauded  the  things  he  had  found  good  and 
bad  in  his  profession  and  in  mankind  generally." 

In  his  library  where  he  had  spent  the  final  years  of  his  life,  the  end 
came  at  about  3:00  p.m.  on  May  16,  1933-  Mrs.  DaCosta  had  provided 
to  the  end  the  devotion  with  which  she  had  understood  and  supported 
him  in  every  endeavor.  They  had  no  children.  He  was  buried  in  Wood- 
lands Cemetery,  lot  265,  section  K  (Fig.  7). 
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Figure  7.  Obelisk  over  DaCosta's  grave  site  in  Woodlands  Cemetery. 


Mrs.  DaCosta  was  thirty-four  years  of  age  at  the  time  of  their  mar- 
riage, two  years  older  than  her  husband.  Yet  she  survived  him  by 
eighteen  years  and  died  in  195 1  at  the  age  of  ninety.  She  was  a  founding 
member  of  the  Board  of  Lady  Managers,  precursor  of  what  later  be- 
came the  Women's  Board  of  the  Hospital,  but  maintained  throughout 
life  a  low  profile  in  its  activities.  The  many  visitors  to  the  DaCosta 
household  were  customarily  ushered  from  the  front  door  to  the  doc- 
tor's library  by  a  black  domestic.  Few  people  came  to  know  Mrs. 
DaCosta,  since  the  doctor  entertained  socially  during  his  physically 
active  years  outside  the  home.  Jefferson  students  regarded  their  re- 
vered professor  as  a  bachelor  or  perhaps  a  widower.  It  is  evident  that 
Mrs.  DaCosta  led  a  selfless  life  that  allowed  her  husband  to  come  and 
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go  as  he  pleased,  giving  him  time  for  his  academic  pursuits  and  pro- 
viding for  his  every  creature  comfort. 

In  1944  Dr.  Frederick  E.  Keller,  a  Jefferson  graduate  in  the  Class  of 
1917,  published  The  Trials  and  Triumphs  of  the  Surgeon,  which 
contained  twenty-one  more  of  DaCosta's  essays  and  speeches.12  In 
1979  a  new  conference  room  in  the  Jefferson  Medical  College  was 
named  in  his  memory  and  contains  one  of  his  portraits. 

Few  people  realized  that  DaCosta  wrote  poetry.  A  collection  of 
twenty-seven  poems  dedicated  to  his  wife  was  published  posthu- 
mously in  1942.  It  is  fitting  to  quote  a  few  lines.13 

Give  up  the  play  of  idle  priestly  canting, 
Go  out  among  mankind  with  loaf  and  cup, 
Without  a  thought  of  praying  or  of  chanting, 
Give  food  and  drink  and  raise  the  fallen  up. 

In  everything  DaCosta  did  one  can  trace  passion  and  a  sense  of 
wonder.  In  his  love  poems  and  historical  essays  the  gifted  romantic 
reveals  himself  —  the  prodigy  talented  with  imagination  and  strong 
hands.  The  impulses  that  moved  him  were  summed  up  in  recent  weeks 
by  Dr.  Robert  Williams,  an  astronomer  observing  a  new  exploding  star 
in  the  southern  skies:  "We  couldn't  conduct  modern  astronomy  with- 
out these  wonderful  instruments.  But  without  the  romance,  most  of 
us  would  never  have  been  attracted  to  this  wonderful  science  in  the 
first  place.  Just  look  at  that  beautiful  supernova  up  there.  Isn't  that 
enough  to  make  you  glad  you're  alive?"14 

Room  306,  Scott  Building 
Thomas  Jefferson  University- 
Philadelphia,  PA  19107 
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When  asked  how  I  was  going  to  handle  the  problem  implicit  in  the 
title  provided  me  as  the  subject  of  my  remarks,  I  wondered  about  it 
myself.  I  went  to  the  dictionary  to  see  what  "franchise"  meant.  I  went 
to  many  dictionaries  and  found  many,  many  definitions;  I  felt  we  had 
to  know  what  "franchise"  meant  before  we  could  know  what  "disen- 
franchised" meant.  Of  all  the  definitions  I  found,  there  were  two  that 
struck  me.  One  was  that  when  you  are  franchised  to  do  something, 
you  are  generally  conducting  a  public  service  or  a  public  mission 
under  a  grant  or  privilege  from  the  government.  The  second  was  that 
if  you  are  franchised,  you  are  relieved  of  burdens  and  responsibilities 
and  obviously  would  be  a  recipient  of  government  largess.  When  we 
think  of  the  medical  care  situation,  needless  to  say,  it's  no  great  mystery 
to  find  that  certain  segments  of  our  population,  although  relieved  of 
the  burdens  of  caring  for  themselves,  may  actually  not  be  cared  for. 

But  before  I  get  into  that  question,  I  thought  that  it  would  be 
interesting  to  think  more  in  terms  of  the  first  definition  for  just  a  few 
moments.  The  individuals  who  are  becoming  the  most  rapidly  disen- 
franchised, those  who  are  losing  their  privilege  of  doing  things  for  the 
public  good  with  the  greatest  skill,  are  you  in  the  medical  profession. 
I  think  that  you  are  the  most  disenfranchised  people  we  have  in  our 
country  today,  in  a  sense.  The  changes  in  medical  practice  that  have 
occurred,  particularly  in  this  decade,  were  precipitated  by  circum- 
stances that  most  of  us  at  first  laughed  at.  I  didn't,  because  as  Chairman 
of  the  President's  Health  Advisory  Committee,  I  urged  some  of  those 
changes,  not  knowing  really  what  was  going  to  happen,  but  wondering. 
And  that  was  that  we  encouraged  the  competitive  atmosphere  to  be 
introduced  into  medicine  as  the  means  of  reducing  inflation  in  health 
care,  reducing  health  care  costs  because  of  the  way  in  which  they 
were  outstripping  inflation,  and  so  on.  Most  of  my  colleagues  in  med- 
icine have  felt  that  they  were  always  in  competition,  as  individuals  or 
groups,  with  one  another,  that  their  success  in  medicine  depended  on 
their  giving  quality  of  service,  and  if  their  quality  was  better  than  the 

Presented  at  College  Night,  The  College  of  Physicians  of  Philadelphia,  January  7,  1987. 


Transactions  6  Studits  of  the  College  of  Physicians  of 
Philadelphia  ser.  5,  vol.  9.  no.  4  (1987);  227-236. 
0 1987  by  The  College  of  Physicians  of  Philadelphia 


227 


William  B.  Walsh 


other  fellow's,  so  be  it.  They  gave  better  care  and  they  received  more 
fruitful  reward,  but  I  think  that  most  physicians  did  not  anticipate  that 
the  spirit  of  competition  would  change  the  practice  of  medicine  so 
rapidly.  It  has  caused  almost  a  revolution  in  the  practice  of  medicine. 

I  am  sure  that  you  have  heard  from  other  speakers  in  this  series,  and 
some  of  you  may  have  heard  me  say,  here  or  in  other  places,  that  we 
are  now  in  the  era  of  managed  health  care.  It  is  going  to  become  more 
managed  as  the  years  go  on,  and  the  people  who  are  being  managed 
the  most  are  the  physicians.  Needless  to  say,  the  entire  health  industry 
is  the  most  heavily  regulated  industry  of  all,  but  the  physicians  are 
gradually  being  put  into  a  position  in  which  they  have  lost  their 
franchise  to  give  medical  care  in  the  way  we  have  traditionally  given 
it.  We  have  shifted,  as  you  know,  from  implicit  financing  of  medical 
care  to  explicit  financing,  where  corporations,  managers  of  HMOs, 
insurance  companies  and  the  like  are  dictating  the  way  in  which  we 
may  practice.  They  dictate  it  in  various  ways.  The  government  does 
its  share  by  regulation;  but  while  the  government  is  blamed  profusely 
for  overregulation,  we  have  not  noticed  that  it  is  the  private  sector 
that  has  imposed  the  greatest  amount  of  change  through  the  business 
of  managed  health  care.  Even  hospitals  have  been  forced  into  managed 
health  care  by  the  DRG  system.  Now,  by  the  attempts  of  perhaps 
applying  DRG  to  physicians'  fees,  the  government  may  be  pushed  into 
a  potential  compromise  I  think  will  be  disastrous  by  trying  to  take 
hospital-based  radiologists,  anesthesiologists,  and  pathologists  into  the 
DRG  system.  It's  a  step  backward  in  quality  care.  It's  a  step  backward 
in  many  more  directions,  and  it  is  questionable  whether  it  will  have 
any  significant  impact  on  cost.  But  in  regulation,  in  cutting  our  health 
care  cost  bill,  we  urged  the  private  sector,  the  insurers  and  the  cor- 
porations to  take  more  interest  in  how  they  were  spending  their 
money  and  thus  immediately  prevented  cost  subsidization  of  the  poor 
by  those  who  were  better  off  and  who  were  insured.  Physicians  did 
not  have  to  give  the  type  of  free  care,  if  you  will,  for  charity  patients 
that  many  of  us  gave  when  we  were  younger  men  or  women  in 
practice. 

As  time  went  on  we  became  more  heavily  insured,  and  we  must 
remember  how  this  started.  Health  insurance  really  got  its  biggest 
boost  from  what  we  used  to  call  the  doctors'  own  plans,  Blue  Shield 
and  Blue  Cross,  which  I  tried  to  get  thrown  out  of  the  District  of 
Columbia  in  1950  and  lost  by  one  vote  of  the  Medical  Society.  I  would 
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like  to  believe  that  if  I  had  won  that  vote,  history  would  have  been 
changed  in  health  care  financing,  but  that's  a  delusion.  Nevertheless, 
it  started  with  that.  As  soon  as  more  than  50  percent  of  the  doctors 
were  participating  in  any  Blue  Cross/Blue  Shield  plan,  the  Blue  Shield 
and  Blue  Cross  people  stopped  asking  the  doctors  what  they  thought 
and  started  telling  the  doctors  what  to  think.  I  believe  a  lot  of  us  forget 
that  that's  when  the  trouble  started,  and  the  commercial  insurers  got 
on  the  bandwagon.  But  now  in  this  decade,  where  the  corporations 
have  come  in,  have  pushed  for  explicit  financing  and  have  said  to  the 
hospitals,  to  the  doctors,  "We  are  not  going  to  pay  for  anything  except 
the  protection  that  we  purchase,  and  this  means  that  you  are  not  going 
to  get  extra  premium  dollars  in  the  insurance  policy  that  the  employer 
pays  for  —  and  after  all,  he  pays  for  close  to  80  percent  of  the  health 
insurance  in  this  country.  We  are  no  longer  going  to  pay  for  society's 
problems  with  those  dollars  and  then  be  damned  for  raising  health 
care  costs." 

So  how  did  we  react  as  physicians?  Very  passively,  really.  We  didn't 
care,  as  long  as  we  got  paid,  and  I  don't  say  that  critically  —  I  say  it 
merely  factually.  It  seemed  that  everything  was  going  to  be  fine;  but 
then  we  found  that,  as  the  HMO  concept  spread,  and  the  PPO  concept 
spread,  and  the  IPA  concept  spread,  more  and  more  we  were  going 
into  cut-rate  medicine  —  we  were  going  into  medicine  where,  if  we 
gave  less  care,  we  made  more  profit.  At  least  we  were  being  stimulated 
to  do  that.  We  were  going  into  all  types  of  contract  medicine,  and  our 
entire  approach,  in  fulfilling  what  the  definition  called  a  public  service 
or  a  public  good  by  a  grant  of  the  government,  gradually  became 
distorted.  The  managers  of  the  plans  are  doing  that.  The  corporate 
executives  are  doing  it.  The  insurance  companies  are  doing  it.  The 
insurance  companies  have  gone  into  the  HMO  and  PPO  business. 
Corporations  have  gone  into  selling  insurance,  but  they  all  have  one 
thing  in  common  —  gradually  increasing  restrictions  on  the  initiative 
and  ability  of  the  physician  to  do  what  he  thinks  best.  Hospitals  under 
DRGs,  I  don't  have  to  tell  you,  are  suggesting  when  you  should  send 
a  patient  home.  Readmit  him  if  you  like  with  a  different  diagnosis,  but 
we  have  to  protect  the  hospital  and  we  have  to  demonstrate  that  we 
are  trying  to  cut  costs. 

All  of  this  has  disenfranchised  the  physician,  and  I  don't  see  it 
stopping.  It's  very  sad  because  now  I  think  most  of  us  will  concede 
that  quality  of  care  is  starting  to  be  affected.  Quality  of  research  is 
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starting  to  be  affected  because  research  so  often  is  being  restricted  to 
those  projects  that  will  reduce  costs.  If  something  looks  very  good 
but  will  not  reduce  costs,  nobody  wants  to  invest  in  it  any  more 
because  it's  possible  that  the  planning  commission  of  the  state,  the 
city,  or  somewhere  else  will  say,  "No,  no,  you  can't  have  that  because 
it's  too  expensive,  and  we  don't  think  it  will  reduce  costs,"  and  there's 
little  thought  as  to  whether  it  will  increase  the  quality  of  care.  Physi- 
cians, I  think,  are  at  the  crossroads  today  as  to  whether  they  are  to 
remain  in  a  managed  medical  care  mode,  which  I  feel  we  must,  and 
yet  demand  a  far  greater  voice  in  that  management.  I  hope  we  will  see 
that  the  majority  of  HMOs  and  PPOs  and  the  others  will  be  run  by 
physicians  with  standards  established  by  physicians  and  with  patients 
assured  not  only  access  but  quality.  Once  you  start  to  give  up  on  the 
quality  of  medical  care  you  deliver,  you  become  little  more  than  a 
small  businessman,  and  you  are  no  different  from  a  small  businessman 
if  you  are  not  in  the  position  to  give  the  best  possible  care  of  which 
you  are  capable. 

So  with  that  I  am  going  to  leave  the  disenfranchisement  of  the 
physician  because  I  think  it  is  happening.  It  is  the  care  of  the  poor 
and  the  others  that  we  will  address  very  briefly  now.  Actually,  with  all 
the  federal  assistance  to  health  care  and  all  the  managed  health  care 
and  the  state-supported  and  state  and  community  participation  in 
health  care,  despite  the  fact  that  unemployment  has  dropped  by  more 
than  3  percent,  the  numbers  of  people  in  this  country  who  are  without 
any  protection  from  health  insurance  or  who,  for  one  reason  or  an- 
other, fall  through  the  safety  net  on  Medicaid,  or  who  are  uninsurable, 
have  increased  to  a  level  that  now  exceeds  30  million  people.  We 
cannot  tell  whose  numbers  to  believe.  They  go  from  30  million  to  38 
million,  depending  on  to  whom  you  want  to  listen  or  how  they  have 
added  up  the  numbers. 

This  is  unfortunate  because  we  must  understand  that  75  percent  of 
those  people  are  working  and  are  working  most  of  the  time,  or  at  least 
enough  of  every  year  to  qualify  for  insurance;  however,  for  a  variety 
of  reasons  they  don't  purchase  it.  Most  of  these  people  are  in  a  critical 
age  group  for  the  future  of  our  country.  They  are  between  eighteen 
and  twenty-four.  A  full  third  of  them  are  under  eighteen  and  have  no 
health  insurance  whatsoever,  even  though  they  are  employed.  With 
all  the  interference  that  has  gone  on  in  medical  practice,  these  people 
do  not  categorically  qualify  as  poor  and  yet  they  cannot  afford  health 
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insurance.  Where  are  they  all?  They  are  working  for  small,  unincor- 
porated businesses,  most  of  which  offer  no  health  insurance.  There 
has  been  a  shift  from  manufacturing  to  service  industries,  and  service 
industries  are  much  less  likely  to  offer  health  insurance  to  their  em- 
ployees. By  law,  there  are  no  incentives  in  these  small  businesses  to 
provide  employees  with  health  insurance.  Why?  Because  of  another 
inequity  the  Congress  persistently  overlooks,  and  that  is  that  unincor- 
porated businesses  or  small  businesses  with  less  than  a  certain  number 
of  employees  are  not  entitled  to  deduct  their  health  insurance  from 
their  taxes  up  front  if  they  buy  it  themselves,  nor  is  it  deductible  from 
the  company  if  they  are  unincorporated.  So  many  of  our  businesses 
are  unincorporated.  It's  unbelievable,  and  yet  in  the  last  six  years  the 
great  growth  in  this  country  in  new  businesses  has  been  in  small 
businesses.  Congress  is  aware  of  it.  It  requires  legislation  to  give  them 
equality.  Most  of  us  have  health  insurance,  or  most  of  the  people  who 
are  carrying  health  insurance  have  it  as  a  tax-free  benefit  from  the 
employer.  The  employer  gives  it  as  a  tax-free  write-off  in  his  business, 
and  that  takes  care  of  80  percent  of  the  population,  but  here  we  have 
30  million  people  who  are  being  treated  totally  unequally  because 
they  don't  work,  say,  for  General  Electric  or  some  other  large  corpo- 
ration, and  thus  are  not  eligible  to  receive  health  insurance  without 
having  it  count  as  income.  A  substantial  number  of  these  people  are 
in  the  SI  5,000—  $20,000  a  year  bracket.  Not  a  great  deal  of  money,  and 
therefore  it's  almost  impossible  for  them  to  afford  even  the  most  basic 
Blue  Cross  or  Blue  Shield  plan,  which  is  much  too  expensive  for  them 
as  individuals.  Also,  they  have  no  incentive  to  buy  it  because  they 
cannot  deduct  it  from  their  taxes  as  a  tax  expenditure  if  they  do  choose 
to  buy  it.  So  they  take  the  chance  that  they  will  present  themselves  to 
the  local  public  hospital  or  to  the  local  university  hospital,  both  of 
which  bear  an  unfair  burden  of  this  kind  of  patient,  and  they  count  on 
the  fact  that  they  will  not  be  turned  away.  More  and  more,  however, 
they  are  being  turned  away  or  shunted  from  one  place  to  another. 

We  have  urged  our  center  for  health  affairs  to  consider  these  people. 
We  have  urged  that  the  President  address  this  situation  in  his  State  of 
the  Union  address  when  he  urges  the  private  sector  and  the  states, 
because  the  burden  here  is  primarily  on  the  states  and  their  own 
insurance  laws,  to  permit  these  uninsured  people  to  receive  some 
incentive  for  getting  health  insurance  and  their  employers  to  provide 
it.  A  certain  percentage  of  them  are  unemployed  part  of  the  year.  The 
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average  man  or  woman  without  a  job  is  unemployed  only  about  four 
months.  Many  of  the  major  corporations  carry  this  insurance  volun- 
tarily so  that  some  of  them  do  have  insurance  to  fall  back  on.  But  this 
is  becoming  unpopular  because  the  individual  who  is  between  jobs 
and  has  a  lot  of  time  on  his  hands  is  proving  to  be  very  expensive, 
because  when  he  has  nothing  else  to  do  but  think  about  his  body,  he 
decides  that  this  is  when  he  is  going  to  get  all  his  medical  care  done 

—  his  elective  surgery,  his  everything  that  he  can  think  of  until  he 
gets  back  on  his  feet  and  starts  working  again.  Therefore,  many  com- 
panies are  taking  a  second  look.  There  is  movement  by  some  of  the 
more  liberal  members  of  the  Congress  to  mandate  insurance  to  take 
care  of  these  people,  both  the  employed  and  those  temporarily  un- 
employed, but  this  has  a  down  side  because  the  very  company  that  is 
laying  people  off  is  laying  them  off  because  the  company  is  not  making 
any  profit  and  its  business  is  suffering.  A  mandate  is  going  to  add  a 
burden  to  these  companies  that  will  perhaps  prevent  them  from  reem- 
ploying personnel,  primarily  because  they  are  already  steeped  in  over- 
head with  this  mandate  adding  to  it.  In  addition,  of  course,  it  will  add 
to  inflation  because  you  will  pay  for  it  with  everything  bought.  So  the 
mandate  does  not  seem  to  be  the  answer. 

For  this  group,  we  think  the  answer  is  tax  incentive.  In  other  words, 
giv  ing  the  employer  a  tax  write-off  to  buy  the  insurance,  not  having 
the  employee  be  taxed  for  it  as  income  and,  for  small  businesses, 
developing  mutual  employment  trusts  so  they  can  get  a  group  rate 
and  get  their  coverage  at  a  lower  level  in  order  to  at  least  get  access 
to  medical  care.  This  can  be  done.  It  can  be  done  at  the  state  level 
better  than  at  the  national  level.  We  do  feel  that  the  President  should 
address  such  groups  as  the  Governors'  Conference  and  try  to  urge 
these  people  to  take  appropriate  steps  within  their  states  and  to  rec- 
ognize that,  while  this  would  cost  revenue  as  a  tax  expenditure,  the 
revenue  that  the  government  would  lose  would  really  be  minimal.  It's 
already  losing  40  billion  dollars  a  year  for  the  80  percent  of  us  who 
are  privileged  to  be  taken  care  of  with  tax-exempt  income  for  health 
care,  so  why  not  give  it  to  the  others?  The  most  it  would  add  would 
be  a  few  billion  more  dollars,  which,  in  a  trillion-dollar  budget,  is  lost 

—  but  lost  for  a  good  purpose. 

You  then  also  have  the  poor  unemployed,  and  there  are  millions  of 
those  who  have  fallen  through  the  safety  net.  Under  Medicaid,  I  think 
most  of  us  don't  realize  that,  if  you  are  not  categorically  eligible  — 
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meaning  that  if  you  are  not  on  welfare  —  you  ean't  really  collect  on 
Medicaid  or  be  eligible  for  Medicaid.  The  Medicaid  program  is  tied 
into  the  welfare  program,  and  until  it  is  separated  from  the  welfare 
program,  you  are  never  going  to  have  an  equitable  distribution  of  care 
or  access  for  care  to  the  poor  who  no  longer  can  get  it.  There  are 
currently  2  to  3  million  people  in  this  category.  You  have  to  be  a 
single  parent  with  children.  This  is  preposterous.  If  there  are  two 
parents  in  the  house  and,  you  know  I  hate  to  tell  you  this  (this  is  my 
administration),  but  here  is  an  administration  that  prattles  about  the 
family  all  the  time  and  still,  for  six  years,  has  done  nothing  about  that 
regulation:  that  if  there  are  two  people  in  the  house,  two  parents,  you 
are  not  eligible.  It's  ridiculous!  It  doesn't  take  any  great  imagination  to 
correct  this  type  of  legislative  oversight  and  make  these  people  eligible 
and  to  expand  Medicaid. 

Here  is  another  answer.  Every  politician  in  Washington,  be  he 
Democrat  or  Republican,  shudders  when  you  use  the  words,  "income 
testing,"  "means  testing,"  whatever  phrase  you  want  to  use.  This,  to 
them,  seems  to  mean  political  suicide.  Yet,  here  you  have  people  who 
are  just  above  the  poverty  level  who  are  not  eligible,  who  could  be 
income  tested  and,  for  a  pittance,  buy  into  the  Medicaid  program  in 
lieu  of  insurance.  Make  no  one  eligible  who  is  already  insured,  or  has 
other  insurance  available  to  him.  Who  can  live  today  on  $2500  as  a 
family  of  four  and  pay  for  medical  care  or  insurance?  So  there  has  to 
be  some  action  taken  for  these  people;  and  the  action  will  have  to  be, 
in  this  instance,  led  by  the  federal  government  but  agreed  to  by  the 
states.  I  think  that  this  can  be  done. 

Then  you  have  a  third  group  of  disenfranchised,  and  those  are  the 
medically  uninsurable.  They  comprise  about  1  or  2  percent  of  that  30 
million,  and  they  are  people  who,  because  of  either  congenital  abnor- 
malities or  whatever  (a  variety  of  types  of  things  that  fit  into  this 
category)  are  medically  uninsurable.  The  only  way  that  you  can  solve 
this  problem,  and  there  are  differences  of  opinion,  is  by  risk  pooling 
in  which  no  one  company  has  to  bear  the  greatest  loss.  They  will  have 
to  be  subsidized  at  a  state  level  because,  for  the  private  sector  to  take 
this  group  on,  you  will  almost  have  to  charge  1 50  percent  premium 
—  in  other  words,  50  percent  over  the  base  premium  —  to  insure  this 
group.  They,  I  think,  could  be  covered  by  risk  pooling  so  that  no  one 
company  takes  the  risk  of  becoming  the  favorite  bad  risk  company 
and  goes  bankrupt. 
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These  are  the  three  large  groups,  and  what  is  most  irritating  to  us 
who  are  interested  in  it  is  that  all  these  problems  are  solvable.  You 
could  touch  on  many  other  aspects  of  relative  disenfranchisement. 
The  long-term  care  of  patients,  the  ones  both  young  and  old  who  run 
out  of  coverage,  become  partially  disenfranchised,  the  catastrophic- 
illness  situation  that  is  under  consideration  now.  But  the  legislation 
that  has  been  recommended,  when  all  the  excitement  of  the  so-called 
battle  between  minds  in  the  cabinet  dies  down,  affects  less  than  3 
percent  of  the  elderly,  and  the  coverage  is  so  restrictive  as  to  be  kind 
of  silly.  It  pays  for  no  drugs,  it  pays  for  no  dental  care,  it  pays  for 
nothing  other  than  acute  in-patient  hospital  care.  It  doesn't  help  the 
long-term  result  —  and  the  catastrophe  for  most  of  us  is  not  the  first 
two  weeks.  The  catastrophe  is  the  five  years  after  the  first  two  weeks. 

I  have  suggested  some  changes  or  some  combination  whereby  we 
can  involve  the  private  sector  in  a  broader  base  of  coverage  and 
package  them  together,  find  a  packaging  mechanism  to  put  the  acute 
catastrophic  illness  with  the  government  daring  it,  but  together  with 
longer-term  coverage  from  the  private  sector,  the  risk  can  be  mini- 
mized that  way,  and  I  think  that  there  will  be  some  experimental 
programs  by  some  large  companies  with  their  retired  personnel  in  this 
area.  But  if  we  rush  emotionally  into  catastrophic  care  coverage  be- 
cause it's  politically  practical,  we  can  immediately  destroy  the  initia- 
tive of  the  private  sector.  Hard  as  it  may  sound,  I  have  to  wonder  at 
the  wisdom  of  whether  we  should  move  ahead  right  away  or  whether 
we  should  be  a  little  more  patient  and  try  to  get  some  packaging  done 
to  make  it  a  more  realistic  relief  program.  But  we  have  to  find  a  way 
to  cover  catastrophe  for  the  young,  which  is  even  more  important 
because  they  don't  have  any  coverage  at  all  in  many  instances.  The 
long-term  care  of  that  group  is  another  matter.  We  don't  think  about 
them  as  being  disenfranchised,  but  they  are. 

So,  here  we  have  my  thoughts,  for  whatever  they're  worth,  on  dis- 
enfranchisement and  the  care  of  the  disenfranchised,  and  I  go  back  to 
my  original  premise,  that  there  are  no  easy  answers,  but  the  prime 
mover  and  the  prime  responsibility  rests  on  us  as  a  profession  if  we 
continue  to  accept  management  from  without,  if  we  continue  to  ac- 
cept standards  imposed  from  without  as  passively  as  we  have.  I  don't 
mean  buying  newspaper  ads  and  so  on.  That's  the  best  way  to  offend 
a  politician  and  lose  your  case.  You  don't  do  that.  You  simply  talk  to 
them.  I'm  sure  there  are  men  and  women  in  this  room  who  have 
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congressmen  as  patients  or  friends,  who  have  governors  and  mayors 
as  patients  and  as  friends.  This  is  the  way  you  bring  about  change.  It's 
the  way  (I  hate  to  indulge  in  any  nostalgia)  but  this  is  the  way  we 
used  to  do  it.  We  didn't  go  in  for  mass  propaganda  in  one  thing  or 
another,  but  rather  reached  a  few  people  who  took  an  interest  and 
who  went  and  carried  the  ball  for  us  when  we  needed  government 
intervention  or  when  we  wanted  a  lack  of  it.  I  can't  emphasize  enough 
that  accessibility  to  these  people  is  one  thing.  The  assurance  of  the 
quality  of  care  is  another.  We  cannot  promise  that  poor  people  will 
have  the  same  quality  of  care  as  those  more  affluent;  we  never  have  in 
our  profession.  But  we  can  still  give  good,  quality  care,  and  the  burden 
should  be  borne  by  all  of  society. 

So  I  ask  you  at  least  to  refranchise  yourselves  and  lead  the  parade 
to  take  care  of  others  who  are  disenfranchised. 

Project  HOPE  Health  Sciences  Education  Center 
Millwood,  Virginia  22646 
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The  reader  will  perceive  that  the  habit  of  understatement  is  not 
only  the  essence  of  good  breeding,  but  also  a  tool  of  great  value  in  the 
hands  of  a  writer. 


Virginia  Woolf.  Granite  &  Rainbow,  p.  184.  A  Harvest  Book,  Harcourt  Brace  Jova- 
novich:  New  York  and  London,  1958. 


On  the  other  hand,  when  I  rewrite  anything  I  entirely  revolutionize 
it,  sometimes  with  no  improvement  at  all,  because  I  only  lose  the 
freshness  of  the  original  and  am  just  as  prolix  over  again,  but  in  a 
different  and  duller  way.  It  is  hopeless  for  me  to  write  without  the 
heat  of  some  new  ideas. 


Thomas  Merton.  The  Sign  of  Jonas,  p.  159.  Image  Books,  Doubleday  &  Co.:  Garden 
City,  New  York,  1956. 
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Introduction 

The  concept  of  insanity  has  been  confusing  to  many  because  of  its 
medical  origin  and  its  current  legal  application.  Historically,  the  term 
was  adopted  by  physicians  to  denote  mental  illness.  Indeed,  in  the 
nineteenth  century  hospitals  for  the  mentally  ill  were  referred  to  as 
institutions  for  the  insane.  The  American  Psychiatric  Association  be- 
gan in  1844  as  The  Association  of  Medical  Superintendents  of  Amer- 
ican Institutions  for  the  Insane.  The  American  Journal  of  Psychiatry 
was  formerly  called  The  American  Journal  of  Insanity  Nineteenth- 
century  medical  texts  and  treatises  refer  to  the  mentally  ill  as  the 
insane. 

Legally,  those  of  unsound  mind  were  referred  to  as  mad  folk  or 
lunatics  rather  than  the  insane.  It  was  not  until  this  century  that 
medicine  abandoned  the  use  of  the  word  "insane"  when  referring  to 
the  mentally  ill.  At  the  present  time  the  law  has  adopted  the  concept 
of  insanity  primarily  in  criminal  cases  to  refer  to  those  people  who 
lack  criminal  responsibility  because  of  their  mental  illness  that  pre- 
vents them  from  knowing  what  they  are  doing  or  from  knowing  that 
what  they  are  doing  is  wrong.  It  is  the  development  of  this  limited  use 
of  the  word  "insanity"  that  will  be  discussed  from  the  historical  point 
of  view  in  order  to  obtain  both  medical  and  legal  perspectives. 

Medical  History  of  Insanity 

It  may  be  appropriate  to  begin  with  the  Father  of  American  Psy- 
chiatry, Benjamin  Rush,  a  Philadelphian.  His  classic  1812  treatise, 
Medical  Inquiries  and  Observations  Upon  Diseases  of  the  Mind,1 
described  forms  of  insanity  that  Rush  believed  had  their  seat  in  the 
blood  vessels  of  the  brain.  He  wrote  on  the  derangements  of  the 
passion  and  derangement  of  the  will,  but  in  this  book  he  did  not  apply 
these  concepts  of  insanity  to  medical  jurisprudence.  In  his  1811  trea- 
tise, Sixteen  Introductory  Lectures  to  Courses  Upon  the  Institutes 
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and  Practice  of  Medicine,2  Rush  called  his  lecture  #16,  delivered  on 
November  5,  1810,  "On  the  Study  of  Medical  Jurisprudence."  He 
wrote,  "The  subject  I  have  chosen  for  this  purpose  is  those  states  of 
mind  which  should  incapacitate  a  man  to  dispose  of  his  property,  to 
bear  witness  in  a  court  of  justice,  and  exempt  him  from  punishment 
for  the  commission  of  what  are  called  crimes  by  the  laws  of  our 
country."  He  referred  to  intellectual  derangement,  which  consists  of 
a  departure  from  ordinary  habits  of  thought,  speech  and,  in  certain 
cases,  of  conduct  that  arises  from  three  causes:3 

1.  An  acute  inflammation  of  the  brain  called  phrenitis  or  phrensy. 

2.  Chronic  inflammation  of  the  brain  called  mania  or  madness.  In  both 
these  cases  the  alienation  of  mind  is  an  original  or  what  is  commonly 
called  an  idiopathic  disease. 

3.  What  is  called  a  delirium,  a  symptom  only  of  a  general  disease  of  the 
blood  vessels,  or  some  part  of  the  body  connected  by  sympathy  with 
the  brain. 

Rush  distinguished  delirium  from  madness  and  believed  that  when 
delirium  is  confused  with  madness,  it  is  done  in  such  a  manner  as  to 
pervert  truth  and  justice.  Briefly,  his  distinctions  included  the  idea 
that  delirium  is  attended  with  remissions  in  which  the  mind  suddenly 
recovers  its  natural  and  healthy  state,  and  that  there  is  generally  the 
absence  of  muscular  action,  whereas,  in  madness  there  is  often  great 
muscular  excitement. 

1.  In  delirium,  the  eyes  are  the  principal  channels  of  false  perception  to 
the  mind.  In  madness,  the  ears  principally  deceive  the  patient;  hence 
the  reason  why  they  so  often  talk  to  themselves. 

2.  The  appetite  is  suspended  in  delirium.  This  is  rarely  the  case  in  mad- 
ness. 

3.  Scarcely  anything  is  remembered  of  what  passes  in  delirium.  Nearly 
everything  is  remembered  of  what  passes  in  the  second  or  moderate 
grades  of  madness  after  recovery  from  it.4 

Rush  also  wrote  of  lucid  intervals  in  delirium,  which  must  be  differ- 
entiated from  madness.  He  also  noted  the  morbid  state  of  the  will  and 
cited  the  following  circumstances  that  he  observed  in  persons  who 
commit  murder  or  rather,  take  away  life,  under  the  influence  of  the 
morbid  state  of  the  will:5 

1.  The  act  is  committed  without  provocation  or  malice,  either  of  a 
sudden,  or  of  a  chronic,  nature. 

2.  It  is  usually  committed  upon  near  relations  and  friends  and  often  by 
persons  of  the  most  exemplary  moral  and  religious  character. 
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3.  It  is  sometimes  committed  on  a  child  or  an  idiot  in  order  to  provoke 
death  by  the  law. 

4.  It  has  been  committed  by  parents  upon  their  children  under  the 
pressure  of  extreme  poverty  in  order  to  prevent  their  suffering  from 
the  same  evil. 

5.  It  is  sometimes  committed  by  persons  under  the  influence  of  dclush  c 
opinions  in  religion. 

6.  Circumstances  of  greater  and  more  deliberate  cruelty  are  attended 
rather  than  common  murders. 

7.  It  is  never  accompanied  by  robbery. 

8.  It  is  sometimes  followed  by  suicide  or  by  attempts  to  maim  their  own 
bodies. 

9.  It  is  never  or  rarely  succeeded  by  an  attempt  to  escape.  The  persons 
who  perpetrated  it  generally  confess  what  they  have  done  and  some- 
times not  only  surrender  themselves  up  to  justice,  but  demand  its 
utmost  rigor. 

Some  of  the  early  writers  in  medicine  relating  to  insanity  were 
British  and  came  primarily  from  the  major  lunatic  asylums  such  as 
Hanwell,  from  which  Ellis6  and  Conolly"  emerge.  James  Cowles  Pri- 
chard,  in  his  Treatise  on  Insanity  and  Other  Disorders  Affecting  the 
Mind,  described  in  1835  melancholia,  which  he  called  monomania  or 
partial  insanity.8  He  noted  that  these  cases  are  different  from  those  of 
mania  or  raving  madness,  in  which  the  mind  is  totally  deranged  and 
the  individual  affected  talks  nonsense  or  expresses  himself  wildly  and 
absurdly  on  every  subject.  He  stated  that  there  are  cases  in  which  the 
intellectual  or  rational  powers  are  not  affected  by  the  illness,  but  the 
injury  is  to  the  feelings,  temper  or  habits.  In  this  connection  he  notes 
that  the  "moral  and  active  principles  of  the  mind  are  strangely  per- 
verted and  depraved.  The  power  of  self-government  is  lost  or  greatly 
impaired  and  the  individual  is  found  to  be  incapable  of  conducting 
himself  with  decency  and  propriety  in  the  business  of  life."  Prichard 
described  moral  insanity  as  madness  consisting  of  a  morbid  perversion 
of  the  natural  feelings,  affections,  inclinations,  temper,  habits,  moral 
dispositions  and  natural  impulses,  with  any  remarkable  disorder  or 
defect  of  the  intellect  or  knowing  and  reasoning  faculties,  and  partic- 
ularly without  any  insane  illusion  or  hallucination.  The  three  modifi- 
cations of  this  disease  are: 

1 .  Monomania  or  partial  insanity  in  which  the  understanding  is  partially 
disordered  or  under  the  influence  of  some  particular  illusion  while 
the  intellectual  powers  appear  to  be  unimpaired. 

2.  Mania  or  raving  madness  in  which  the  understanding  is  generally  de- 
ranged. The  reasoning  faculty  is  confused  and  disturbed  in  its  exercise. 
The  mind  is  in  a  state  of  morbid  excitement  and  the  individual  talks 
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absurdly  on  every  subject  to  which  his  thoughts  are  momentarily 
directed. 
3.  Incoherence  or  dementia. 

Prichard  most  clearly  developed  the  concept  of  moral  insanity, 
referring  to  Esquirol,  who  declared,  "This  moral  alienation  is  so  con- 
stant that  it  appears  to  me  to  be  the  proper  characteristics  of  mental 
derangement.  There  are  madmen  in  whom  it  is  difficult  to  discover 
any  trace  of  hallucination,  but  there  are  none  in  whom  the  passions 
and  moral  affections  are  not  disordered,  perverted  or  destroyed."9 

Following  in  the  tradition  of  Esquirol  and  Prichard,  the  Father  of 
American  Forensic  Psychiatry,  Isaac  Ray,  in  his  classic  1838  book,  A 
Treatise  on  the  Medical  Jurisprudence  of  Insanity, ,'°  supported  the 
notion  of  moral  insanity.  He  wrote  of  mania,  intellectual  mania,  which 
is  partial  or  general,  and  of  moral  mania  and  described  irresistible, 
motiveless  impulses  to  destroy  life.  Ray  also  reported  lucid  intervals, 
simulated  insanity  and  the  legal  consequences  of  epilepsy. 

Historically,  medical  writers  and  legal  scholars  influenced  each  oth- 
er's thinking.  For  example,  in  the  legal  history  of  the  development  of 
the  insanity  concept  in  criminal  cases,  perhaps  the  most  outstanding 
case  that  affected  medicolegal  thinking  prior  to  McNaughten  was  the 
Hadfield  case  of  1800. 11  In  that  case  attention  was  directed  to  the 
existence  of  delusions  as  the  center  of  Hadfield's  legal  problem.  Er- 
skine  (his  apologist)  successfully  argued  for  Hadfield's  insanity  by 
disclaiming  the  need  for  total  alienation  of  mental  abilities  as  noted 
by  Coke  in  the  eighteenth  century.12  Although  Ray  disapproved  of 
Erskine's  conclusions,  he  was  influenced  by  the  Hadfield  case.  Similarly, 
the  McNaughten  case  was  tried  in  1843, 13  five  years  after  Ray's  book 
was  published  in  Boston  and  four  years  after  its  publication  in  Edin- 
burgh and  London.  According  to  Quen,  Alexander  Cockburn,  defense 
attorney  for  McNaughten,  "relied  primarily  on  A  Treatise  on  the  Med- 
ical Jurisprudence  of  Insanity' "  by  Isaac  Ray  for  the  rationale  of  his 
defense  strategy.14 

Ray  did  significantly  influence  Chief  Justice  Charles  Doe  of  the 
New  Hampshire  Supreme  Court,  who  promulgated  the  New  Hamp- 
shire doctrine  after  the  cases  of  Pike15  and  Jones16  in  1869  and  1871 
that  subsequently  fostered  the  Durham  test  in  the  District  of  Colum- 
bia, as  written  by  Judge  David  Bazelon  in  1954. 17  It  is  important  to 
note  the  cross-fertilization  of  influence  by  psychiatrists  and  lawyers 
and  judges  in  the  development  of  the  concept  of  insanity  or  lack  of 
criminal  responsibility. 
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Legal  History  of  Insanity 

Briefly,  the  history  of  legal  application  of  mental  status  to  criminal 
responsibility  in  Anglo-American  law  may  begin  about  the  twelfth  or 
thirteenth  century  with  Bracton,  a  Roman  cleric  and  judge  who  de- 
clared that  a  person  would  not  be  held  responsible  for  his  criminal 
behavior  if  he  had  "no  more  reason  than  an  infant,  a  brute  or  a  wild 
beast."1"  It  was  Bracton  who  noted  the  difference  between  those  who 
may  enjoy  lucid  intervals  and  those  who  may  have  perpetual  madness. 

Subsequently,  Edward  Coke19  noted  along  with  Hale  that  no  felony 
or  murder  can  be  committed  without  a  felonious  intent  or  purpose. 
"If  a  person  was  so  deprived  of  reason  that  he  resembled  a  beast  rather 
than  a  man  he  could  have  no  felonious  intent  and,  therefore,  could  not 
be  convicted  of  a  crime."  Coke  recognized  four  examples  of  non 
compos  mentis: 

1 .  The  idiot  or  fool  natural. 

2.  He  who  was  of  good  and  sound  memory  and  by  the  visitation  of  God 
has  lost  it. 

3.  A  lunatic  who  sometimes  has  his  reason  and  sometimes  not. 

4.  He  who  is  rendered  non  compos  mentis  by  his  own  act  as  a  drunkard. 

Toward  the  end  of  the  seventeenth  century,  Sir  Matthew  Hale,20  in 
his  classic  Pleas  of  the  Crown,  commented  on  insanity  and  its  status 
in  criminal  law:  "It  is  very  difficult  to  determine  the  invisible  line  that 
divides  perfect  and  partial  insanity;  but  it  must  rest  upon  circumstan- 
ces duly  to  be  weighed  and  considered  both  by  judge  and  jury,  lest  on 
the  one  side  there  should  be  a  kind  of  inhumanity  towards  the  defects 
in  human  nature;  and  on  the  other  side,  too  great  an  indulgence  given 
to  great  crimes."  The  best  measure  that  he  thought  of  and  presented 
was  this:  "Such  a  person  as  laboring  under  melancholy  distempers  hath 
yet  ordinarily  as  great  understanding  as  the  child  of  14  years  hath,  is 
such  a  person  as  may  be  guilty  of  treason  or  felony."  Hale  also  distin- 
guished between  partial  and  total  insanity.21 

By  partial  insanity,  Hale  seemed  to  refer  to  persons  who  appear 
deluded  only  in  respect  of  one  subject  but  sane  in  other  matters.  Hale, 
like  Coke,  regarded  insanity  as  a  disturbance  of  reason  and  intellect 
and  also  as  a  disturbance  of  will;  it  was  clear  that  in  order  to  be  excused 
for  one's  offense,  the  disturbance  had  to  be  of  such  severity  that  the 
person  had  less  understanding  than  a  fourteen-year-old. 
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One  of  the  early  important  cases,  known  as  Arnold's  case,22  occurred 
at  Kingston  Assizes  in  1724.  Arnold  was  arraigned  for  attempting  to 
murder  Lord  Onslow.  Arnold  had  shot  at  and  wounded  the  peer  under 
the  influence  of  the  delusional  belief  that  Lord  Onslow  was  responsi- 
ble for  all  the  disturbances  that  took  place  in  the  country.  In  summing 
up  the  defense  of  insanity,  Mr.  Justice  Tracey  said:  "It  is  not  every  kind 
of  frantic  humour  or  something  unaccountable  in  a  man's  actions  that 
points  him  out  to  be  such  a  madman  as  is  exempted  from  punishment: 
it  must  be  a  man  that  is  totally  deprived  of  his  understanding  and 
memory,  and  doth  not  know  what  he  is  doing  no  more  than  an  infant, 
than  a  brute,  or  a  wild  beast.  Such  a  one  is  never  the  object  of  punish- 
ment."23 On  this  basis,  the  jury  found  Arnold  to  be  guilty,  and  he  was 
sentenced  to  death,  although,  at  Lord  Onslow's  personal  request,  his 
sentence  was  commuted  to  life  imprisonment. 

That  case  helps  set  the  stage  for  the  Hadfield  case  of  1800.24  Hadfield 
shot  at  King  George  III  on  Drury  Lane  in  London  in  1800.  This  case 
is  notable  for  Erskine's  beautiful  defense.  He  was  able  to  relate  Had- 
field's  offense  to  his  insane  belief  that  the  accused  was  required  to 
sacrifice  his  life  in  order  to  save  the  world.  As  he  did  not  wish  to 
commit  the  sin  of  suicide,  he  believed  that  he  had  to  carry  out  an  act 
for  which  he  would  be  hanged  or  executed  by  the  state  without 
harming  himself  or  others. 

In  his  arguments  Erskine  described  the  head  injury  that  Hadfield 
sustained  during  war.  He  also  described  Hadfield's  delusions  and  hal- 
lucinations as  well  as  his  behavior  as  observed  by  his  friends  and 
relatives  during  the  day  of  his  assault  on  the  King.  In  commenting  on 
Coke's  and  Hale's  conclusions  that  total  insanity  was  needed  for  ex- 
culpation in  criminal  cases,  Erskine  stated,  "If  total  deprivation  of 
memory  was  intended  by  these  great  lawyers  to  be  taken  in  the  literal 
sense  of  the  words:  if  it  was  meant  that,  to  protect  a  man  from  punish- 
ment, he  must  be  in  such  a  state  of  prostrated  intellect  as  not  to  know 
his  name,  nor  his  condition,  nor  his  relation  toward  others  .  .  .  then  no 
such  madness  ever  existed  in  the  world.  It  is  idiocy  alone  which  places 
a  man  in  this  helpless  condition."25 

Erskine  considered  the  nature  of  delusions  in  his  argument  that 
Hadfield  should  be  acquitted  by  reason  of  insanity.  He  said,  "Their 
conclusions  (i.e.,  the  victims  of  delusional  beliefs)  are  just  and  fre- 
quently profound:  the  premises  from  which  they  reason,  when  within 
the  range  of  the  malady,  are  uniformly  false: — not  false  from  any  defect 


242 


Insanity:  Evolution  of  a  Medicolegal  Concept 

of  knowledge  of  judgment;  but,  because  a  delusive  image,  the  insepar- 
able companion  of  real  insanity,  is  thrust  upon  the  subjugated  unde  r 
standing,  incapable  of  resistance,  becomes  unconscious  of  attack. 
Delusion,  therefore,  where  there  is  no  frenzy  or  raving  madness,  is  the 
true  character  of  insanity."26  Thus  was  born  the  delusion  test,  which 
remained  in  effect  as  the  basis  for  exculpation  by  reason  of  insanity 
until  after  the  McNaughten  case  forty-three  years  later.  This  is  true 
except  for  the  Bellingham  case  in  which  Mansfield,  C.J.,  would  not 
allow  the  delusion  test  in  181 2. 27 

On  the  basis  of  this  reasoning  of  delusion  test  and  the  clear  evidence 
of  Hadfield's  insanity  at  the  time  of  his  assault,  Lord  Kenyon,  C.J., 
stopped  the  trial  and  declared:  "With  regard  to  the  law,  as  has  been 
laid  down  there  can  be  no  doubt  upon  earth;  to  be  sure,  if  a  man  is  in 
a  deranged  state  of  mind  at  the  time,  he  is  not  criminally  answerable 
for  his  acts;  but  the  material  part  of  the  case  is  whether  at  the  very 
time  when  the  act  was  committed,  this  man's  mind  was  sane."28 

At  the  same  time  as  Hadfield's  acquittal  by  reason  of  insanity,  the 
Parliament  in  England  passed  the  Criminal  Lunatics  Act  of  1800  reg- 
ulating the  disposal  of  persons  found  insane  on  arraignment  who  were 
not  guilty  of  the  offense  on  the  grounds  of  insanity.29  Prior  to  this  act, 
persons  found  not  guilty  by  reason  of  insanity  were  either  cared  for 
by  their  relatives  or  were  set  free.  Under  Section  II  of  the  act,  the 
court  was  empowered  to  order  such  a  person  to  be  kept  in  strict 
custody  until  such  time  as  Her  Majesty's  pleasure  was  known. 

Consider  next  the  case  of  Bellingham.30  In  1812  Bellingham  was 
tried,  sentenced  and  executed  within  a  week  of  his  action  despite  the 
evidence  of  his  paranoid  and  deluded  state.  Sir  James  Mansfield,  C.J., 
directed  the  jury  that  in  order  to  establish  insanity  as  a  defense,  they 
had  to  consider  whether  the  prisoner  "had  sufficient  understanding  to 
distinguish  good  from  evil,  right  from  wrong  and  that  murder  was  a 
crime  not  only  against  the  law  of  God,  but  against  the  law  of  his 
country."31  That  concept  has  lived  to  the  present  time,  and  it  will  be 
seen  in  current  cases  that  it  is  not  sufficient  for  a  person  to  be  acquitted 
if  he  believes  that  what  he  is  doing  is  right  according  to  the  will  of 
God  in  a  delusion  with  hallucinations,  but  if  he  knows  that  it  is  against 
the  law  of  the  United  States  or  of  the  particular  state  in  which  he  is 
charged,  he  may  be  found  guilty  of  that  act. 

We  come  to  the  Oxford  case  of  1840.32  It  is  not  clear  why  Oxford, 
age  eighteen,  discharged  two  pistols  at  Queen  Victoria  and  her  Prince 
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Consort.  Oxford  was  arraigned  for  attempting  to  shoot  the  queen.  At 
his  trial  there  was  sufficient  evidence  to  show  that  he  was  deluded, 
and  he  was  found  insane  by  the  jury.  He  was  sentenced  to  live  in  an 
asylum  at  the  queen's  pleasure.  In  this  case  Lord  Denman,  C.J.,  advised 
the  jury  that  "a  person  may  commit  a  criminal  act  and  not  be  respon- 
sible. If  some  contributory  disease  was,  in  truth,  the  acting  power 
within  him  which  he  could  not  resist,  he  would  not  be  responsible '" 
This  may  be  the  beginning  of  the  concept  of  the  irresistible  impulse 
that  began  to  manifest  itself  in  state  laws  about  1887  and  became  the 
law  in  about  seventeen  states.34 

Perhaps  the  most  famous  of  all  cases  dealing  with  insanity,  named 
the  McNaughten,  occurred  in  1843  "  At  that  time  Daniel  McNaughten 
was  living  in  Glasgow  and  believed  himself  to  be  persecuted  by  the 
Tory  Party.  He  was  accused  of  killing  Edward  Drummond,  secretary 
to  Sir  Robert  Peel,  prime  minister  of  England  and  head  of  the  Tory 
Party,  who  had  changed  coaches  with  Drummond  while  traveling 
through  Scotland.  McNaughten  was  charged  with  the  killing  and,  in 
an  eloquent  defense,  his  attorney,  Mr.  Cockburn,  traced  the  course  of 
McNaughten's  delusional  beliefs  and  related  them  to  the  crime.  It  was 
clear  that  McNaughten  had  suffered  from  paranoid  delusions,  and  he 
was  acquitted  by  reason  of  insanity.  Cockburn  described  the  doctrine 
of  partial  insanity  promulgated  by  Esquirol  under  the  concept  of 
monomania  and  also  described  Ray's  concept  of  moral  insanity  that 
should  not  apply  in  this  case  because  McNaughten  was  delusional. 

Following  his  acquittal,  McNaughten  was  sent  to  Bedlam  at  the 
queen's  pleasure.  According  to  Quen,  "A  strong  angry  reaction  from 
the  public  ensued.  The  House  of  Lords  asked  the  15  judges  of  the 
Queen's  Bench  to  answer  five  questions  in  order  to  clarify  the  law 
regarding  insanity  'to  operate  in  all  time,  for  the  guidance  of  the  courts 
of  justice  and  to  direct,  with  more  force  than  is  attained  by  the  influ- 
ence of  a  single  judge,  the  verdicts  of  justice.' ...  of  the  1 5  judges,  one 
dissented  and  the  other  1 4  spoke  through  Lord  Chief  Justice  Tindal 
who  presided  at  McNaughten's  trial.  Their  answers  were  advisory  only 
and  did  not  have  the  force  of  law.  .  .  .  The  second  and  third  questions 
were  answered  with  what  is  generally  known  as  the  McNaughten  rule, 
that  is: .  .  .  it  must  be  clearly  proved  that  at  the  time  of  the  committing 
of  the  act,  the  party  accused  was  labouring  under  such  a  defect  of 
reason,  from  disease  of  the  mind,  as  not  to  know  the  nature  and  quality 
of  the  act  he  was  doing;  or  if  he  did  know  it,  that  he  did  not  know  he 


244 


Insanity:  [joint ion  of  a  Medicolegal  Concept 


was  doing  what  was  wrong."  (' 

Isaac  Ray,  in  his  Treatise  on  the  Medical  Jurisprudence  of  Insanity, 
wrote  convincingly  about  Hale's  opinions:  "In  the  time  of  this  ancient 
jurist,  insanity  was  a  much  less  frequent  disease  than  it  is  now,  and  the 
popular  notions  concerning  it  were  derived  from  the  observations  of 
those  wretched  inmates  of  the  madhouses  whom  chains  and  stripes, 
cold  and  filth,  had  reduced  to  the  stupidity  of  the  idiot  or  exasperated 
to  the  fury  of  the  demon.  Those  nice  shades  of  the  disease  in  which 
the  mind,  without  being  wholly  driven  from  its  propriety,  pertina- 
ciously clings  to  some  absurd  delusion,  were  either  regarded  as  some- 
thing very  different  from  real  madness  or  were  too  far  removed  from 
the  common  gaze  ...  to  enter  much  into  the  general  idea  entertained 
of  madness."^  Thus,  the  work  of  Pinel38  and  Conolly3y  and  others  who 
removed  the  chains  of  many  inmates  from  the  early  madhouses  also 
changed  the  public  view  of  the  mentally  ill. 

Following  the  McNaughten  case,  there  arose  some  modifications  in 
adjudicating  criminal  insanity,  notably  in  1869'°  and  1871 41  under  the 
influence  of  Isaac  Ray  and  the  so-called  Doe-Ray  correspondence 
between  Ray  and  Chief  Justice  Charles  Doe  of  the  New  Hampshire 
Supreme  Court.  The  New  Hampshire  doctrine  indicated  that  a  person 
would  not  be  found  criminally  responsible  for  his  acts  if  at  the  time  of 
the  act  he  was  suffering  from  such  mental  illness  that  his  behavior  was 
an  offspring  of  his  mental  illness.  That  rule  continues  in  effect  today 
in  New  Hampshire.  In  addition  it  was  the  antecedent  of  the  Durham 
test  promulgated  by  Judge  David  Bazelon  in  the  District  of  Columbia 
in  1954. 42  The  Durham  test  states  that  a  person  would  not  be  held 
criminally  responsible  if  at  the  time  of  the  crime  he  was  suffering  from 
such  mental  illness  that  his  behavior  was  a  product  of  his  mental 
illness.  That  test  remained  in  effect,  with  modifications,  for  eighteen 
years  until  it  was  replaced  in  1972  in  the  Brawner  decision  by  the 
American  Law  Institute  Model  Penal  Code.43 

The  Model  Penal  Code  was  developed  by  the  American  Law  Insti- 
tute, and  its  criminal  responsibility  aspect  emerged  in  the  early  1960s.44 
This  is  a  test  that  not  only  incorporated  the  cognitive  aspects  of 
McNaughten  and  the  volitional  aspects  of  the  irresistible  impulse  test 
that  appeared  formally  in  1887  and  continues  to  the  present  time  but 
included  as  well  the  conative  or  emotional  aspects  of  mental  function- 
ing. The  ALI  Model  Penal  Code  appeared  to  integrate  the  three  basic 
functions  of  personality  rather  than  limit  the  test  to  the  cognitive 


2n 


Robert  L  Sadoff 


aspect  as  did  the  McNaughten  test  of  1843.  The  ALI  Model  Penal 
Code  stated  clearly  that  a  person  would  be  held  not  criminally  re- 
sponsible for  his  act  if  at  the  time  of  the  act  he  suffered  from  mental 
illness  to  the  extent  that  he  lacked  substantial  capacity  either  to  con- 
form his  conduct  to  the  requirements  of  law  or  lacked  substantial 
capacity  to  appreciate  the  criminality  or  wrongfulness  of  his  behav- 
ior.45 

This  test  was  accepted  in  the  District  of  Columbia  and  in  every 
Federal  jurisdiction  in  the  United  States.46  It  was  adopted  by  the  state 
of  Maryland  and  applied  in  the  well-known  case  of  Arthur  Bremer* 
Bremer  shot  Governor  Wallace  of  Alabama,  paralyzing  him  from  the 
waist  down.  When  Bremer  was  tried  in  Maryland,  two  noted  psychi- 
atrists testified  on  opposite  sides  of  that  case:  one,  that  Arthur  Bremer 
lacked  substantial  capacity  to  conform  his  conduct  because  of  his 
mental  illness  when  he  shot  Wallace;  another  (for  the  prosecution), 
that  Bremer  lacked  capacity  to  conform  his  conduct  but  not  substantial 
capacity.  Thus,  the  test  hinged  on  the  interpretation  of  the  word 
"substantial." 

The  trial  of  John  W.  Hinckley,  Jr.,  is  sometimes  considered  the 
"McNaughten  case  of  the  20th  century."4  There  are  many  parallels 
between  Hinckley  and  McNaughten.  Both  were  major  insanity  cases 
of  their  respective  centuries,  and  each  led  to  major  reforms  in  the  idea 
of  insanity  as  a  defense.  Hinckley  was  tried  under  the  American  Law 
Institute  Model  Penal  Code  in  the  District  of  Columbia,  where  the 
burden  of  proof  was  on  the  prosecution  to  prove  beyond  a  reasonable 
doubt  that  Hinckley  was  not  insane.  The  jury  came  to  a  decision  based 
on  two  factors:  One  was  the  means  by  which  the  psychiatric  testimony 
was  presented  both  by  defense  and  by  prosecution.  The  defense  called 
four  experts,  all  of  whom  said  that  Hinckley  was  mentally  ill  and, 
therefore,  insane.  The  prosecution,  with  its  burden  of  proof  beyond  a 
reasonable  doubt,  produced  two  expert  witness  psychiatrists  who  said 
that  Hinckley  was  not  mentally  ill  but  had  some  minor  personality 
disorders  and,  therefore,  was  not  insane.  Two  psychiatrists  who  had 
examined  Hinckley  for  the  prosecution  were  not  called  to  the  witness 
stand;  both  were  prepared  to  state  that  Hinckley  was  mentally  ill  but 
not  insane  under  the  ALI  test.f  That  testimony  may  have  given  the 

•Personal  communication  from  Jonas  R.  Rappeport,  M.D. 

fPersonal  communication  from  Jonas  R.  Rappeport,  M.D.,  and  James  Cavanaugh,  M.D. 
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jury  a  clearer  distinction  between  the  concept  of  mental  illness  and 
the  concept  of  legal  insanity.  That  is  the  fulcrum  of  the  following 
discussion. 

Modifications  in  Insanity 

Since  Hinckley,  there  have  been  major  changes  in  the  insanity  de- 
fense in  this  country.  Three  states  have  chosen  to  abolish  the  insanity 
defense  and  maintain  only  a  mens  rea  concept,48  a  Latin  phrase  for 
guilty  intent.  A  crime  consists  of  two  elements:  the  act  and  the  intent. 
If  the  intent  is  vitiated  —  i.e.,  the  defendant  was  not  able  to  form  the 
specific  intent  to  commit  the  crime  in  question — he  may  be  acquitted, 
but  not  by  reason  of  insanity.  These  are  specific  intent  crimes,  that 
require  the  ability  to  form  the  intent  as  well  as  commit  the  act. 

Other  states  have  maintained  the  insanity  defense  but  have  added  a 
second  category  of  guilt  known  as  "guilty  but  mentally  ill."  Pennsyl- 
vania and  twelve  other  states  have  currently  adopted  the  concept  of 
guilty  but  mentally  ill  as  an  alternative  to  (but  not  a  replacement  for) 
the  verdict  of  not  guilty  by  reason  of  insanity.49  It  is  significant  to  note 
that  the  definition  of  mentally  ill  in  Pennsylvania  in  Act  171  that  adopts 
the  guilty  but  mentally  ill  doctrine  is  different  from  the  definition  of 
mentally  ill  as  noted  in  the  Mental  Health  Procedures  Act  of  1976, 
Act  143- 50  The  definition  of  mental  illness  in  Act  171  is  equivalent  to 
that  of  the  ALI  Model  Penal  Code  for  insanity,51  whereas  the  definition 
in  Act  143  refers  to  a  person  who  has  a  diagnosis  of  mental  illness  and 
who  as  a  result  of  that  diagnosis  poses  a  threat  of  harm  to  himself  or 
to  others.52  The  major  reason  for  the  adoption  of  guilty  but  mentally 
ill  is  primarily  to  provide  treatment  for  those  people  who  commit 
violent  crimes  and  who  are  seriously  mentally  ill,  but  not  to  the  extent 
of  being  insane.  These  individuals  are  allowed  to  obtain  treatment 
prior  to  imprisonment.  The  major  difference  between  those  people 
who  are  found  guilty  but  mentally  ill  and  those  found  not  guilty  by 
reason  of  insanity  is  the  disposition  of  the  individual  following  treat- 
ment. When  those  found  guilty  but  mentally  ill  complete  their  treat- 
ment in  the  hospital,  they  are  not  discharged  into  the  community  as 
those  who  are  found  not  guilty  by  reason  of  insanity,  but  rather  com- 
plete their  sentence  in  a  correctional  institution. 

One  of  the  major  changes  affecting  the  insanity  defense  occurred  in 
the  Federal  jurisdiction.  In  1984  the  Federal  law  was  changed  with 
the  adoption  of  the  Omnibus  Crime  Code.53  In  that  code,  there  is  a 
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change  in  the  insanity  defense  indicating  that  the  standard  or  test  for 
insanity  is  that  a  person  would  not  be  criminally  responsible  for  his 
behavior  (no  mention  of  insanity  is  made)  if  he  were  suffering  from 
mental  illness  at  the  time  of  the  act,  such  that  he  could  not  appreciate 
the  nature  and  quality  of  his  act  or  the  criminality  of  his  behavior. 

Both  the  American  Psychiatric  Association  and  the  American  Bar 
Association  seem  to  agree  on  the  changes  that  were  needed  following 
Hinckley.54'55  Both  agreed  that  the  volitional  arm  should  be  removed, 
and  both  agreed  that  insanity  should  remain  as  a  viable  part  of  the 
criminal  law.  The  ABA  approved  in  principle  a  defense  of  non-respon- 
sibility for  crime  that  focuses  solely  on  whether  the  defendant,  as  a 
result  of  mental  disease  or  defect,  is  unable  to  appreciate  the  wrong- 
fulness of  his  conduct  at  the  time  of  the  offense.54  The  APA  quoted 
from  Matthew  Hale  in  his  History  of  the  Pleas  of  the  Crown,  published 
posthumously  in  1736,  that  the  insanity  defense  was  rooted  in  the 
fundamental  moral  assumptions  of  the  criminal  law:  "Man  is  naturally 
endowed  with  these  two  great  faculties,  understanding  and  liberty  of 
will.  .  .  .The  consent  of  the  will  is  that  which  renders  human  actions 
either  commendable  or  culpable.  ...  It  follows  that  where  there  is  a 
total  defect  of  the  understanding,  there  is  no  free  act  of  the  will."55 
Thus,  the  APA  states  that  it  is  a  long-standing  premise  of  the  criminal 
law  that  unless  a  defendant  intentionally  chooses  to  commit  a  crime, 
he  is  not  morally  blameworthy  and  he  should  not  be  punished.56 

The  American  Psychiatric  Association  supported  the  retention  of 
the  insanity  defense  in  some  form  and  went  on  record  as  being  against 
the  concept  of  guilty  but  mentally  ill.  The  APA  notes  that  the  guilty 
but  mentally  ill  plea  may  cause  important  moral,  legal,  psychiatric  and 
pragmatic  problems.  The  APA  recommends  the  test  for  insanity  as 
follows:  "A  person  charged  with  a  criminal  offense  should  be  found 
not  guilty  by  reason  of  insanity  if  it  is  shown  that  as  a  result  of  mental 
disease  or  mental  retardation  he  was  unable  to  appreciate  the  wrong- 
fulness of  his  conduct  at  the  time  of  the  offense."57 

Role  of  the  Psychiatrist  in  Insanity  Cases 

The  role  of  the  psychiatrist  in  insanity  cases  has  varied  in  different 
jurisdictions.  The  most  recent  finding  in  the  Omnibus  Crime  Code 
for  the  United  States  is  that  psychiatrists  may  not  testify  to  the  ultimate 
question,  but  the  role  of  the  psychiatrist  in  criminal  cases  has  been 
supported  and  encouraged  by  the  Supreme  Court  of  the  United  States. 
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In  separate  cases  the  Supreme  Court  noted  in  Ake  v.  Oklahoma™  that 
indigent  defendants  facing  felony  charges  have  a  right  to  independent 
psychiatric  examinations  at  the  state's  expense.  The  court  also  noted 
in  the  case  of  Barefoot  v.  Estelle,™  that  psychiatrists  may  testify  to  the 
hypothetical  question  in  sentencing  cases  where  dangerousness  is  an 
issue  to  sentencing  even  if  the  psychiatrist  has  not  examined  the 
defendant. 

A  psychiatrist  may  be  called  either  as  a  friend  of  the  court  by  the 
prosecution  or  by  defense  attorney  to  examine  the  defendant  for 
competency  to  stand  trial  and  for  criminal  responsibility  at  the  time 
of  the  act.  Competency  involves  an  examination  for  present  state  of 
mind,  but  evaluation  for  criminal  responsibility  presumes  a  different 
kind  of  total  examination.  Here  the  examination  focuses  on  a  person's 
state  of  mind  at  a  previous  time;  this  cannot  be  done  solely  on  the 
basis  of  a  clinical  examination.  What  is  needed  is  an  investigation  into 
the  person's  state  of  mind  at  that  previous  time  by  reading  police 
investigation  reports,  statements  the  defendant  may  have  made  at  or 
around  the  time  in  question,  and  prior  medical  reports,  if  they  exist, 
of  his  state  of  mind  before  this  occurred  and  subsequent  to  its  occur- 
rence. If  he  was  hospitalized  after  the  act,  what  were  the  findings  of 
the  psychiatrists  who  examined  him  shortly  thereafter?  Family  mem- 
bers may  be  interviewed  as  well  as  friends  or  neighbors  who  had 
access  to  his  state  of  mind  and  his  behavior  at  or  around  the  time  of 
this  occurrence. 

Perhaps  there  may  have  been  some  memory  loss  or  distortion  by 
the  defendant  about  his  behavior  with  respect  to  this  particular  act. 
In  these  cases  it  may  be  important  to  conduct  special  testing  to  deter- 
mine whether  or  not  there  was  a  bona  fide  amnesia.60  A  battery  of 
psychological  testing  is  also  helpful  in  such  cases  to  determine  char- 
acter strengths  and  weaknesses,  personality  patterns  and  presence  or 
absence  of  organic  brain  dysfunction. 

One  of  the  problems  for  psychiatrists  examining  defendants  for 
criminal  responsibility  is  the  application  of  medical  principles  to  legal 
tests.  Psychiatrists  are  not  trained  in  residency  programs  or  in  medical 
schools  about  the  concept  of  wrongfulness  or  "nature  and  quality." 
These  are  learned  through  experience  and  by  working  in  a  number  of 
criminal  cases.  The  major  help  that  a  psychiatrist  can  give  in  these 
matters  is  to  describe  the  mental  state  and  allow  the  courts  or  the  jury 
to  come  to  the  decision  about  the  ultimate  question  of  insanity.  In 
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that  regard,  the  modifieation  of  the  new  Omnibus  Crime  Code  for  the 
United  States  is  valid.  Many  cases  involving  insanity  reveal  an  agree- 
ment by  psychiatrists  on  both  sides  regarding  diagnosis  and  treatment, 
but  disagreements  on  the  application  of  the  diagnosis  to  the  legal  test 
involved. 

Many  treatises  have  been  written  on  the  insanity  defense  and  on  the 
Hinckley  trial.  One  of  the  most  recent  is  by  the  Foundation  Press, 
published  by  three  professors  of  law  at  the  University  of  Virginia.61 
The  authors  note  that  those  who  work  in  the  field  of  criminal  law  and 
those  who  work  in  the  field  of  mental  health  have  difficulty  commu- 
nicating with  each  other.  Perhaps  the  most  important  reason  for  this 
difficulty  is  that  the  two  disciplines  have  different,  and  sometimes 
incompatible,  objectives.  The  authors,  in  discussing  the  validity  of  the 
insanity  defense,  further  note:  "Proponents  of  an  insanity  defense  in- 
dicate that  criminal  punishment  is  inappropriate  unless  the  defendant 
can  be  blamed  for  the  offense.  They  also  note  that  moral  disapproval 
of  conduct  is  based  on  certain  premises  about  the  capacities  of  people 
to  exercise  choices  over  how  to  behave.  They  argue  that  since  mental 
illness  can  profoundly  affect  one's  capacity  to  exercise  rational  choices, 
a  defense  must  be  afforded  in  cases  where,  due  to  mental  illness,  the 
defendant  is  unable  to  exercise  normal  choices  about  how  to  be- 
have."62 They  also  note  that  critics  state  that  the  criminal  law  "has  a 
strong  moral  underpinning,  focusing  on  whether  a  person  can  justly 
be  blamed  for  criminal  behavior.  But  they  point  out  that  criminal  law 
has  other  goals  as  well,  most  prominently  goals  of  prevention  and 
public  protection.  The  criminal  process  is  designed  not  merely  to 
punish  persons  who  have  committed  a  crime,  but  also  to  deter  poten- 
tial criminals  and  to  incapacitate  those  who  pose  a  danger  to  the 
public.  The  insanity  defense  may  well  be  thought  to  compromise  these 
goals."63 

The  insanity  defense  has  never  really  served  to  reduce  the  deter- 
rence effect  on  others  who  may  kill  for  reasons  beyond  their  control 
or  for  those  who  believe  that  they  can  kill  and  get  away  with  it  if  they 
plead  insanity.  As  far  as  the  protection  of  society,  there  are  very  clear 
rules  about  what  to  do  with  people  who  are  found  not  guilty  by  reason 
of  insanity.  They  do  not  walk  the  streets,  for  the  most  part,  and  they 
are  confined,  not  to  Bedlam  or  the  prisons  where  they  don't  belong, 
but  to  institutions  of  treatment  where  they  will  receive  proper  therapy 
and  rehabilitation  until  they  are  ready  to  take  their  place  in  the  com- 
munity again. 
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Critics  of  the  insanity  test  have  noted  that  "the  insanity  defense  rests 
on  an  uncertain  scientific  foundation.  The  causal  factors  linking  body, 
mind  and  behavior  are  still  poorly  understood.  The  problem  is  com- 
pounded by  the  fact  that  many  of  the  operating  assumptions  of  psy- 
chiatrists, psychologists  and  other  professionals  who  study  and  treat 
mental  and  emotional  problems  are  not  subject  to  empirical  assess- 
ment or  validation.  .  .  .The  clinical  study  of  the  human  psyche  is  largely 
a  therapeutic  discipline  with  its  concerns  for  diagnosis  and  cure.  The 
criminal  law,  on  the  other  hand,  is  focused  in  large  part  on  blame  and 
responsibility,  issues  that  lie  beyond  the  objectives  and  expertise  of 
psychiatry,  psychology'  and  related  disciplines."64 

These  arguments  may  be  valid  for  general  psychiatry  and  for  psy- 
chiatrists who  lack  the  experience  of  working  within  the  criminal 
legal  system.  However,  a  specialized  group  of  forensic  psychiatrists 
within  the  American  Academy  of  Psychiatry  and  the  Law  and  those 
who  have  recently  been  board  certified  by  the  American  Board  of 
Forensic  Psychiatry  may  perform  in  a  manner  that  traditional  psychia- 
try has  not  heretofore  accomplished.  Forensic  psychiatry  is  that  sub- 
specialty of  psychiatry  that  deals  precisely  with  the  issues  of  mind  and 
body  in  relation  to  morals  and  philosophy  and  the  criminal  law. 

Conclusions 

Historically,  insanity  has  evolved  from  a  medical  concept  to  its 
current  status  as  a  legal  term  meaning  "lack  of  criminal  responsibility." 
Many  changes  have  occurred  in  the  evolution  and  development  of  the 
test  for  insanity.  These  changes  have  been  influenced  jointly  by  both 
medical  and  legal  writers  reflecting  on  the  changes  in  diagnosis,  treat- 
ment and  criminal  behavior.  As  psychiatrists  have  sharpened  their 
diagnostic  techniques  and  treatment  facilities,  the  notion  of  mental 
illness  has  broadened  from  the  earlier  view  of  the  chained  madman  to 
the  delusional  schizophrenic  and,  finally,  to  the  current  broad-based 
concepts  described  in  DSM-III.6S  Likewise,  the  legal  concept  of  insanity 
or  lack  of  criminal  responsibility  has  undergone  similar  modifications 
and  changes.  The  earlier  notion  of  the  wild  brute  test  or  total  lack  of 
mental  ability  had  been  modified  to  a  partial  lack  of  mental  ability 
under  the  influence  of  Erskine  and  Isaac  Ray.  The  medically  influenced 
delusion  test  of  1800  gave  way  in  1843  to  the  legally  influenced 
cognitive  test  after  McNaughten's  acquittal.  Volitional  tests,  including 
irresistible  impulse  and  the  ALI  Model  Penal  Code,  found  their  way 
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into  criminal  law  until  the  acquittal  of  John  W.  Hinckley,  Jr.,  after 
which  a  number  of  modifications  occurred.  Currently  the  Federal  law 
excludes  the  volitional  test  but  has  retained  the  conative  and  cognitive 
aspects  of  mental  functioning. 

At  present  the  Supreme  Court  of  the  United  States  has  encouraged 
psychiatric  participation  in  criminal  cases,  especially  in  the  Ake  deci- 
sion,66 but  Federal  law  has  prohibited  the  psychiatrist  from  testifying 
to  the  ultimate  question  in  insanity  cases.  I  am  in  support  of  the 
modification  to  prohibit  psychiatrists  from  giving  opinions  on  the 
ultimate  question  of  insanity.  Nowhere  in  his  training  has  the  psychi- 
atrist learned  how  to  apply  medical  and  psychiatric  concepts  to  phil- 
osophical and  legal  conclusions  as  noted  in  the  insanity  tests.  The 
psychiatrist  is  best  able  to  present  clinical  data  to  the  jury  or  the  judge 
for  determination  of  criminal  responsibility.  By  eliminating  the  ulti- 
mate question  from  psychiatric  testimony,  we  may  be  able  to  eliminate 
the  impact  of  the  so-called  "battle  of  the  experts."  Psychiatrists  do 
differ  in  their  conclusions  about  diagnosis  and  treatment  and  most 
certainly  will  differ  on  conclusions  that  go  beyond  medical  and  psy- 
chiatric expertise.  By  eliminating  the  psychiatric  testimony  on  the 
ultimate  question,  the  psychiatrist  need  not  concern  himself  with 
definitions  of  "nature  and  quality"  or  "wrongfulness"  or  "criminality." 
He  may  confine  his  testimony  to  the  strength  of  his  discipline  in  the 
clinical  area  and  communicate  effectively  with  judge  or  jury  about  the 
nature  of  the  defendant's  mental  illness  and  its  effect  on  the  criminal 
behavior  charged.  The  jury  or  the  judge  will  then  determine  whether 
that  mental  illness  was  sufficient  to  exculpate  the  defendant  from 
criminal  responsibility. 

In  state  cases,  however,  where  the  psychiatrist  is  allowed  and  ex- 
pected to  testify  to  the  ultimate  question,  the  McNaughten  concepts 
with  the  addition  of  the  conative  function  as  embodied  in  the  Omnibus 
Crime  Code6  appear  to  be  a  satisfactory  test  for  criminal  responsibil- 
ity. It  should  be  noted  that  in  most  cases  where  insanity  is  raised  (and 
that  appears  to  be  in  a  minority  of  criminal  cases),  the  psychiatrists 
for  both  defense  and  prosecution  often  agree  on  whether  the  defen- 
dant is  or  is  not  insane.  It  is  only  in  the  relatively  few  cases  in  which 
the  psychiatrists  do  not  agree  where  the  case  comes  to  court  and  to 
public  attention. 

The  final  lesson  from  this  long  discourse  on  the  evolution  of  the 
medicolegal  concept  of  insanity  that  is  clear  is  this:  Whereas  insanity 
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had  been,  until  this  century,  the  label  for  the  mentally  ill  in  our 
communities,  it  is  used  at  the  present  time  almost  exclusively  to 
indicate  a  lack  of  criminal  responsibility  according  to  a  particular  test 
within  each  jurisdiction.  Mental  illness  and  insanity  must  not  be  con 
fused.  They  are  not  interchangeable.  Insanity  refers  to  a  particular 
state  of  mind  at  a  particular  time  with  reference  to  a  particular  act  and 
is  precise  and  limited.  It  does  not  involve  a  person's  ability  to  tell  the 
difference  between  right  and  wrong.  That  is  a  major  philosophical 
question. 

There  is  much  to  learn  and  much  to  teach.  Mental  health  profes- 
sionals must  learn  more  about  the  workings  of  the  human  mind  with 
reference  to  violent  behavior  and  to  murder  in  all  respects.  They  must 
be  able  to  teach  concepts  effectively  and  appropriately  to  each  other 
and,  when  called  on,  to  the  triers  of  fact  in  criminal  cases.  They  must 
communicate  effectively  what  is  known  to  juries  and  to  courts  so  that 
mental  health  experts  may  continue  to  be  an  important  factor  in  the 
execution  of  justice  where  mental  illness  is  concerned. 
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Victor  Robinson,  M.D.  ( 1886-1947):  A  Centennial  Tribute 
to  a  Pioneer  Medical  Historian 

FRED  B.  ROGERS 

This  year  we  celebrate  the  birth  centennial  of  Victor  Robinson,  a 
pioneer  American  medical  historian  who  achieved  international  rep 
utation  in  his  field  of  scholarship.  One  of  his  friends,  Dr.  Ralph  H. 
Major,  professor  of  medicine  at  the  University  of  Kansas,  briefly  sum- 
marized Dr.  Robinson's  career  as  follows: 

Victor  Robinson  was  born  in  the  Ukraine  on  August  16,  1886,  and, 
when  a  child,  was  brought  to  the  United  States.  He  studied  law  at  New 
York  University  but,  finding  it  uncongenial,  turned  to  pharmacy  and 
received  the  degree  of  Ph.C.  from  Columbia  University  in  1911.  From 
pharmacy,  he  turned  to  medicine,  receiving  his  doctor's  degree  from  the 
Chicago  College  of  Medicine  and  Surgery  (now  Loyola  University  Med 
ical  School)  in  1917.  On  his  return  to  New  York,  he  soon  gave  up  the 
practice  of  medicine  and  devoted  himself  entirely  to  the  study  of  medical 
history. 

Robinson's  Pathfinders  in  Medicine,  which  first  appeared  in  1912,  was 
quite  successful  and  was  followed  by  subsequent  works,  some  thirteen 
in  all.  In  1920,  he  founded  Medical  Life,  the  first,  and  for  many  years  the 
only,  monthly  journal  written  in  English  devoted  to  the  history  of  med- 
icine. This  periodical  awakened  a  slumbering  interest  in  medical  history 
among  wide  circles  of  the  medical  profession.  (It  ceased  publication  in 
1938.)  A  chair  of  the  history  of  medicine  was  created  for  Robinson  in 
1929  at  Temple  University  in  Philadelphia.  He  did  much  to  stimulate 
interest  in  medical  history  .  .  .  and  wrote  easily  and  well;  his  Story  of 
Medicine  (1931),  while  written  largely  for  the  laity,  has  been  called  by 
competent  critics  one  of  the  best  one-volume  histories  of  medicine  ever 
published.1 

Robinson  displayed  a  great  empathy  for  past  figures  and  events,  and 
his  notable  accomplishments  in  a  relatively  short  life  revealed  a  genius 
at  work.  He  was  a  founding  member  of  the  History  of  Science  Society 

(1924)  and  the  American  Association  for  the  History  of  Medicine 

(1925)  .  In  1932,  on  one  of  his  many  trips  abroad,  he  photographed 
and  recorded  archeological  sites  of  medico-historical  interest  in  Crete, 
Greece  and  Italy.  The  following  year  he  spoke  to  the  Section  on 
Medical  History  of  the  College  of  Physicians  of  Philadelphia,  review- 
ing that  journey.  His  talk,  "In  Quest  of  Aesculapius,"  was  illustrated  by 
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Figure  1.  Victor  Robinson  lecturing.  (The  1941  SKULL,  p.  140) 


lantern  slides  of  original  photographs.2  In  1933  he  also  broadcast  a 
series  of  radio  talks  on  medical  history  in  New  York  City. 

My  friendship  with  Victor  Robinson  began  when  I  was  a  student  at 
Temple  University  School  of  Medicine.  Having  read  his  Story  of  Med- 
icine, which  had  been  reissued  in  an  expanded  edition  in  1943,  I 
looked  forward  keenly  to  meeting  him.  Our  first-year  class  enjoyed  his 
spirited  lectures,  which  covered  the  following  topics: 

I.  Primitive  Medicine  —  origin  of  trephination,  bloodletting,  and 

therapeutics. 
II.  Egy  ptian  and  other  ancient  forms  of  medicine. 

III.  Greek  Medicine,  including  Alexandrian  and  Roman. 

IV.  Arabian  Medicine  in  the  Middle  Ages. 

V.  Medieval  Medicine  —  cessation  of  the  Experimental  Method. 
VI.  Medicine  in  the  Renaissance — reawakening  of  the  Experimental 

Method. 

VII.  The  Quest  for  Human  Anatomical  Material  for  Dissection. 
VIII.  Anatomy  and  Physiology  in  the  Seventeenth  Century. 

IX.  Medical  Leaders  and  Chemists  of  the  Eighteenth  Century. 

X.  Pathfinders  in  Medicine  in  the  Nineteenth  Century. 
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XL  Landmarks  in  American  Medicine. 
XII.  Art,  Satire  and  Caricature  in  Medicine  / 

In  teaching,  Dr.  Robinson  often  leaned  across  the  lecture  rostrum 
(Fig.  I ),  hands  clasped,  or  paced  the  platform  in  a  rectangular  pattern 
as  his  informative  talk  bubbled  out  without  notes  and  accompanied 
by  numerous  lantern  slides.  His  "wake  up  and  listen"  style  caught  and 
held  interest,  and  his  descriptive  mastery  of  the  language  was  engaging. 
A  witty  phrase  or  dash  of  erotica  came  forth  at  times,  aimed  at  keeping 
the  back  row  of  the  class  awake.  The  professor  asked  questions  of  his 
audience,  answered  questions  and  recommended  various  books  and 
articles,  many  of  which  he  had  donated  to  the  medical  school  library. 
A  special  bookplate  was  provided  for  the  collection.  He  encouraged 
his  students  and  colleagues  by  editing  and  publishing  their  writings. 
Each  year  he  invited  his  history  classes  at  Temple  to  call  on  him  at 
home,  individually  and  in  groups.  Those  fortunate  visitors  saw  his  vast 
library  and  shared  his  enthusiasm  for  broad  culture,  literature  and 
history.  Dr.  Albert  J.  Finestone,  now  Associate  Dean  at  Temple  Medi- 
cal, told  me  that  when  he  stopped  by,  he  met  another  guest,  Dr.  Henry 
E.  Sigerist,  and  took  home  a  book  that  he  admired  as  a  gift. 

In  1930,  when  the  redbrick  building  in  which  he  taught  was  con- 
structed, Dr.  Robinson  was  asked  to  list  the  names  of  ten  pathfinders 
in  medicine  for  inscription  on  the  lintels  above  the  street-level  win- 
dows. The  names  chosen  were  Hippocrates,  Galen,  Vesalius,  Pare, 
Harvey,  Sydenham,  Jenner,  McDowell,  Pasteur  and  Roentgen.  Robin- 
son purposely  left  two  blanks  across  the  building  front,  saying  that  he 
hoped  one  or  more  of  his  acquaintances  would  grace  those  spaces. 
(As  testimony  of  his  own  stature,  Robinson's  Pathfinders  in  Medicine 
and  Story  of  Medicine  are  listed  in  the  Garrison-Morton  Medical 
Bibliography,  several  of  his  books  adorn  the  White  House  Library  in 
Washington,  D.C.,  and  his  lantern-slide  collection  and  other  memora- 
bilia are  now  in  the  National  Library  of  Medicine  at  Bethesda,  Mary- 
land.) 

In  1948,  Dr.  William  Egbert  Robertson,  longtime  Temple  chief  of 
internal  medicine,  recalling  the  professorial  invitation  that  had  been 
extended  to  Victor  Robinson  twenty  years  earlier,  wrote  the  following 
account: 

It  has  long  seemed  to  me  more  than  a  matter  solely  of  interest,  but 
rather  a  duty  to  inform  the  student  of  the  steps  by  which  the  outstanding 
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Figure  2.  Newly  appointed  faculty  members  of  Temple  University  School  of 
Medicine,  1929.  Front  row:  left  to  right:  Temple  S.  Fay  (neurosurgery),  Nathaniel 
W.  Winkleman  (neurology),  Chevalier  Jackson  (laryngology  and  bronchoesopha- 
gology),  Charles  E.  Beury  (president,  Temple  University),  William  N.  Parkinson 
(dean,  medical  school).  Second  row:  left  to  right;  Thomas  Klein  (internal  medicine), 
Matthew  S.  Ersner  (otorhinology),  Alfred  E.  Livingston  (pharmacology),  William  C. 
Pritchard  (anatomy),  Victor  Robinson  (history  of  medicine). 


men  of  medicine  mounted  to  the  higher  plane  they  came  to  occupy.  This, 
perhaps,  is  more  strictly  true  of  the  eponymic  diseases  .  .  .  and  signs  and 
syndromes  coupled  with  the  name  of  an  investigator.  All  possess  an  added 
charm  when  read  in  the  original,  or,  when  a  description  is  joined  with  a 
brief  reference  to  the  man  whose  name  has  so  often  become  indissolubly 
associated  with  the  condition. 

It  was  with  the  hope  of  stimulating  such  an  interest,  that,  as  Professor 
of  Medicine  at  Temple  University,  I  asked  Dr.  Victor  Robinson  to  accept 
the  chair  of  Medical  History  at  that  institution,  thus  giving  more  time  to 
an  important  aspect  of  medicine  than  is  possible  to  the  chair  of  Medicine. 
By  inculcating  a  higher  respect  for  medicine  and  all  that  it  implies,  the 
subject  is  ennobled,  dignified,  and,  though  a  few  only  may  be  inspired  to 
pursue  their  work  more  seriously,  it  cannot  be  denied  that  the  general 
influence  must  be  beneficent.  Dr.  Robinson  has  left  a  lasting  impression, 
and  contributed  to  a  higher  grade  of  scholarship.4 

Professor  Robinson  was  welcomed  by  the  students,  and  the  follow- 
ing year  the  Class  of  1930  honored  him  thus  in  its  SKULL  yearbook: 

Temple  is  indeed  fortunate  in  obtaining  the  services  of  this  talented 
gentleman,  who  has  transformed  a  formerly  dry  course  into  one  of  ex- 
ceeding interest.  The  fact  that  the  students  no  longer  care  to  cut  History 
of  Medicine  is  proof  of  his  ability  as  a  lecturer.  He  takes  available  facts 
and  clothes  them  with  a  beautiful  raiment,  with  the  result  that  his  lectures 
border  on  the  poetic.  The  man  is  a  dreamer,  a  poet  and  a  word  painter, 
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and  every  figure  of  speech  seems  to  be  selected  with  the  definite  purpose 
of  giving  his  listeners  the  richest,  fullest  meaning  of  the  idea  possible- 
Being  possessed  with  a  really  marvelous  memory,  it  is  not  hard  to  believe 
that  this  man  must  have  been  a  remarkable  student. s 

Dr.  Robinson  returned  the  compliment  with  a  poem,  published  in 
the  same  volume,  titled  "The  Physician's  Prayer."  It  carried  a  message 
of  humility  and  hope: 

Without  hauteur  of  the  braggart's  tongue,  nor  with  an  assumption  of 
superiority  over  others,  but  as  students  seeking  the  truth,  and  as  men 
sobered  by  the  part  we  play  in  the  drama  of  life-and-death,  conscious  of 
our  limitations,  rejoicing  in  what  we  have  achieved  throughout  the  ages, 
grateful  for  the  many  discoveries  of  modern  times,  with  a  vision  of  what 
is  yet  to  be,  let  us  press  forward  to  the  work  that  lies  before  us  in  the 
long  road  to  our  dream  of  a  diseaseless  future.6 

Again  in  1931  Robinson  contributed  a  page  to  the  SKULL.  He  wrote 
in  part  as  follows: 

Philadelphia,  which  in  its  colonial  days  founded  the  first  medical  school 
in  this  country  (1765),  has  also  established  one  of  the  latest.  Although 
the  School  of  Medicine  of  Temple  University  was  cradled  in  the  twen- 
tieth century  ( 190 1 ),  it  has  already  seen  much  history  during  the  passing 
generation.  .  .  . 

It  is  a  privilege  to  occupy  the  first  Chair  of  the  History  of  Medicine  in 
Temple  University  School  of  Medicine,  and  I  desire  to  put  down  in  your 
official  annual  what  I  have  already  told  you  in  person.  ...  It  is  both  my 
belief  and  sincere  wish  that  every  one  of  you  will  walk  worthily  in  the 
footsteps  of  Hippocrates,  nor  can  I  deny  myself  the  hope  that  among 
your  number  there  may  be  some  whose  future  achievements  will  be 
recorded  by  the  historians  of  medicine.7 

The  1941  SKULL  recorded  the  following  glowing  notice: 

"The  first  cry  of  pain  through  the  primitive  jungle  was  the  first  call  for 
a  physician."  These  words  started  the  refreshing  lectures  by  Dr.  Victor 
Robinson.  We  learned  to  recognize  the  unlabeled  urinal;  were  flattered 
because  mothers  forbid  their  daughters  to  go  within  two  blocks  of  the 
Medical  School  in  Padua;  were  astounded  that  Pharaoh's  daughter,  by 
laboring  in  the  world's  oldest  profession,  was  able  to  build  a  second 
pyramid  after  having  paid  for  the  first;  felt  impelled  to  hiss  the  licentious 
Greek  villains  who,  while  creating  thousands  of  mutilated  dead,  refused 
the  physician  permission  to  investigate  the  human  body. 

We  were  whisked  through  the  centuries  of  healing  with  all  the  speed 
that  eloquence  can  give,  but  our  inspiring  visits  with  Pare,  Harvey,  Rem- 
brandt, Auenbrugger,  Hunter,  Pasteur  and  scores  of  others,  will  long  be 
remembered.8 

The  year  1943  brought  two  medical  school  graduations  to  help  meet 
the  demand  for  physicians  during  World  War  II.  Each  yearbook  brought 
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kudos  for  the  course  in  the  History  of  Medicine.  In  June  1943  we  read 
these  words: 

Once  a  week  for  the  first  semester  of  freshman  year  we  enjoyed  lectures 
of  unvarying  interest  by  that  master  story-teller,  Dr.  Victor  Robinson. 
Illustrated  by  an  exceptionally  complete  set  of  slides,  this  course  brought 
to  life  the  colorful  past  of  the  healing  art. 

Dr.  Robinson,  with  his  pointed  observations  and  unfailing  wit,  took  full 
advantage  of  the  human  side  of  the  story  of  medicine.  Choice  anecdotes, 
delivered  in  his  unequaled  style,  will  remain  with  us  long  after  obscure, 
cold  facts  have  passed  into  oblivion.9 

The  December  1943  SKULL  also  praised  its  historian-professor,  as 
this  passage  reveals: 

Eloquent,  vociferous  Dr.  Victor  Robinson  traces  for  freshmen  the  cir- 
cuitous, devious  route  of  medicine  from  the  times  of  trephination  and 
bloodletting  to  the  candid  present.  Cheers  greet  the  fast-talking,  fast- 
thinking  professor  as  he  prepares  to  launch  forth  into  Alexandrian  lore, 
Egyptian  medicine.  Fluently,  hypnotically  he  weaves  a  spell  over  the  most 
pragmatic  freshman,  bringing  the  colorful  past  to  the  complacent  present. 
The  romance  of  medicine  .  .  .  reliving  of  the  dawn  of  experimental  sci- 
ence .  .  .  these  add  richness  to  the  sterile,  exacting  drabness  of  freshman 
drudge,  work  and  fears.10 

Professor  Robinson  gave  a  written  examination  at  the  end  of  his 
course,  and  each  student  received  a  pass  grade  on  the  year's  report.  It 
was  jokingly  said  that  Robinson  threw  each  blue  booklet  out  of  the 
railroad  train  window  after  reading  it,  thereby  making  history  from 
Philadelphia  to  New  York! 

The  1946  SKULL  carried  this  comment:  "Dr.  Victor  Robinson  un- 
veiled the  development  and  growth  of  medicine  from  the  stone  age 
to  the  age  of  aviation  medicine,  and  prepared  us  to  be  trained  in  the 
specialized  science  that  is  practiced  today."11  In  the  following  year  the 
SKULL  sadly  noted:  "We  take  this  occasion  to  add  an  'In  Memoriam'  to 
Dr.  Victor  Robinson  who  passed  away  early  in  1947.  His  presentation 
of  a  series  of  lectures  on  the  History  of  Medicine  will  long  be  remem- 
bered by  Temple  graduates  for  their  interest  and  humor."12 

In  addition  to  his  lectures  to  medical  students,  he  taught  a  history 
of  nursing  course  to  student  nurses  from  1937  to  1945.  Students  from 
the  training  schools  of  Temple,  Episcopal,  Germantown,  and  Jewish 
(now  Einstein-Northern)  Hospitals  shared  these  presentations.  In  the 
introduction  to  his  book  White  Caps:  The  Story  of  Nursing  (1946), 
he  stated  that  the  nursing  profession  was  a  partial  history  of  the 
emancipation  of  women.  "It  never  occurred  to  the  Aristotles  of  the 
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past,"  he  said,  "that  it  would  be  safer  for  the  public  welfare  if  nurses 
were  educated  instead  of  lawyers.  The  untrained  nurse  is  as  old  as  the 
human  race;  the  trained  nurse  is  a  recent  discovery.  The  distinction 
between  the  two  is  a  short  commentary  on  the  follies  and  prejudices 
of  mankind."1* 

Another  of  Victor  Robinson's  contributions  was  his  occasional  ad- 
dresses to  students  and  colleagues.  In  January  1936  he  discussed  "The 
History  of  Goitre"  before  the  Section  on  Medical  History  of  the  Phil- 
adelphia College  of  Physicians;  an  abstract  was  recorded  in  its  Trans- 
actions.1* During  the  summer  of  1938,  with  Drs.  Henry  Sigerist  and 
Montague  Ullman,  Dr.  Robinson  toured  the  Soviet  Union.  Later,  in 
December  1942,  he  spoke  to  a  joint  meeting  of  Temple  University's 
Hammond  Pre-Medical  Society  and  the  Russian  War  Relief  Society. 
The  Temple  University  News  of  December  4  reported  that  his  talk 
was  illustrated  with  photos  of  public  health  measures  taken  in  the 
U.S.S.R.,  where  he  had  traveled  widely  just  before  World  War  II.  A 
memorial  volume  issued  in  his  honor  (1948)  included  as  sponsors 
Philadelphians  W.  Wayne  Babcock,  E.  J.  G.  Beardsley,  Charles  L.  Brown, 
Matthew  S.  Ersner,  Reuben  Friedman,  Maurice  S.  Jacobs,  Edward  B. 
Krumbhaar,  W.  B.  McDaniel  2d,  William  N.  Parkinson,  William  Egbert 
Robertson,  Richard  H.  Shryock,  and  Michael  G.  Wohl.15 

In  the  summer  of  1945  Dr.  Robinson  developed  angina  pectoris, 
which  limited  his  activities.  He  continued  writing  and  editing,  how- 
ever, and  his  book  Victory  Over  Pain:  A  History  of  Anesthesia  was 
published  in  1946  on  the  centennial  of  the  first  public  demonstration 
of  ether  anesthesia.  In  November  1946  he  suffered  his  first  heart  attack; 
a  second,  fatal  episode  followed  in  three  months.  His  sister,  Mrs.  Ellen 
H.  Ringer,  later  wrote  in  the  Victor  Robinson  Memorial  Volume.  "Alas, 
neither  good  wishes,  nor  admiration,  nor  love  could  keep  my  brother 
Victor  with  us.  On  the  eighth  of  January,  1947,  at  ten  o'clock  in  the 
morning,  while  sitting  in  his  library  in  his  large  comfortable  chair, 
reading  William  Henry  Welch  and  the  Heroic  Age  of  American  Med- 
icine, the  book  slipped  from  his  hands,  and,  in  that  moment,  he  was 
gone."16 

Several  eulogies  followed  his  passing.  His  friend  Dr.  George  Rosen 
aptly  penned  these  words: 

The  death  of  Victor  Robinson  .  .  .  removed  from  American  medical 
history  one  of  its  leaders  and  pioneers.  The  contribution  which  he  made 
to  this  field  was  unique,  for  it  rested  on  a  passion  for  history  and  a  love 
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of  medical  literature  linked  by  the  intensity  of  a  poet.  No  one  who 
listened  to  him  lecture,  or  met  and  talked  with  him,  ever  forgot  him. 
Victor  Robinson's  ability  to  bring  before  contemporaries  the  drama,  the 
color,  and  the  vitality  of  the  medical  past  was  simply  a  development  of 
his  sensitive  appreciation  of  and  vital  interest  in  people.  Modesty,  gentle- 
ness, keen  perception  of  humor,  and  ability  to  listen  were  qualities  that 
endeared  him  to  his  friends.  ...  [He  was]  a  cultured  man  who  was  on 
friendly  terms  with  the  historical  figures  of  whom  he  wrote.17 

In  another  memoir,  entitled  A  Great  Medical  Historian,  Dr.  Herman 
Goodman  of  New  York  City  wrote: 

I  first  met  him  in  1921  ...  when  he  was  still  at  12  Mount  Morris  West. 
There  Victor  edited  his  Medical  Life  and  there  as  best  he  could,  he 
gathered  periodically  the  few  and  motley  devotees  of  medical  history. 
...  To  the  abiding  glory  of  Victor  it  must  be  said  that  he  more  than 
anyone  else  fostered  interest  in  medical  history  in  America.  Medical  Life 
was  for  years  the  only  journal  in  America  devoted  to  medical  history. 
Two  hundred-fourteen  numbers  of  it  were  issued.  It  bridged  the  conti- 
nents and  brought  to  us,  the  neophytes,  acquaintance  with  the  learned. 
It  is  thus,  and  not  from  our  academic  teachers,  that  we  learned  of  Pagel, 
Neuberger,  Castiglioni,  Rolleston,  Sudhoff,  Sigerist.  .  .  . 

For  many  years  Victor  Robinson  toiled  mostly  alone,  aided  only  at 
times  by  such  erratic  and  delinquent  "co-workers"  as  myself.  In  retro- 
spect it  is  clear  that  he  had  but  little  recognition  for  his  labors.  True  lately 
he  was  appointed  Professor  of  Medical  History  at  Temple  University.  But 
that  was  after  twenty  years  of  labor.  All  honor  to  Temple  University!18 

As  is  apparent  from  these  and  other  tributes,  Robinson  was  a  re- 
spected teacher,  and  numerous  former  medical  and  nursing  students 
recall  him  with  admiration.  As  examples,  Dr.  Nicholas  P.  Dallis,  Cali- 
fornia psychiatrist  and  creator  of  the  newspaper  features  Rex  Morgan, 
M.D.,  and  Judge  Parker,  recently  remembered  Victor  Robinson  as  a 
"spell  binder"  and  inspiration  for  his  work.19  Pediatrics  professor  Dr. 
Thomas  R.  C.  Sisson  of  Rutgers  Medical  School  noted  several  years 
ago  that  "some  alumni,  of  a  certain  age,  will  recall  that  wonderfully 
erudite  and  puckish  medical  historian  who  lectured  to  us  weekly 
during  freshman  year."20 

I  have  continued  the  teaching  of  medical  history  at  Temple  Univer- 
sity School  of  Medicine,  inspired  by  Robinson  and  his  peers.  In  the 
past  I  answered  numerous  letters  posthumously  addressed  to  Dr. 
Robinson  from  far  and  wide  about  health  matters  discussed  in  his 
popular  home  medical  adviser  volumes,  the  last,  The  New  Modern 
Home  Physician  of  1947,  reissued  for  many  years  thereafter. 

Ten  years  after  the  death  of  Dr.  Robinson  ( 1957)  I  wrote  an  appre- 
ciation of  my  teacher  and  friend  for  the  Temple  University  Medical 
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Center  Bulletin.  To  conclude  it,  the  following  words  from  the  funeral 
speech  of  Pericles,  recorded  two  thousand  years  ago  by  Thucydides, 
were  applied  to  this  pioneer  medical  historian. 

The  whole  earth  is  the  sepulchre  of  famous  men;  and  their  story  is  not 
graven  only  on  stone  over  the  native  earth,  but  lives  on  far  away,  without 
visible  symbol,  woven  into  the  stuff  of  other  men's  lives.21 


Temple  University  School  of  Medicine 
3400  North  Broad  Street 
Philadelphia,  PA  19140 
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Science  and  Medicine  in  the  Social  Construction  of 
Woman:  From  Aristotle  to  the  Corpus  Callosum 

RUTH  BLEIER 

The  question  is,  Who  —  What  —  is  Woman?  I  do  not  know,  we  do 
not  know,  we  eannot  yet  know,  because  she  is  a  cultural  construct, 
reflecting  the  desires  and  needs  and  fears  of  Man  from  at  least  the  time 
of  Aristotle.  The  question  Who  is  Man?  would  seem  ridiculous.  Edu- 
cated within  the  liberal  humanist  ideologies  of  individual  freedom  and 
opportunity,  we  understand  that  all  men  are  different,  for  better  and 
for  worse,  but  also  that  Man  equals  Human  and  humanity,  both  in 
historical  representation  and  in  language.  Woman,  then,  as  de  Beau  voir1 
first  shockingly  articulated  in  1953,  has  always  been  the  Other,  the 
other  than  Man  —  therefore,  the  other  than  fully  human,  the  one  not 
quite  the  same  and  not  quite  normal.  And  this  historic  inability  of 
Man,  of  men,  to  identify-  with,  empathize  with,  to  see  and  hear  woman 
or  women  as  the  same  or  equal  continues  to  have  profound  social 
reverberations  and  consequences  for  women  as  well  as  for  men  and 
our  social  institutions. 

In  tracing  the  medical  and  scientific  construction  of  Woman  (and 
of  gender  differences)  over  the  millennia,  I  shall  be  tracing  the  con- 
struction of  the  theme  of  Woman's  inferiority  —  intellectual,  artistic, 
physical  and  moral.  But  the  construction  of  that  theme,  the  reflection 
of  Woman  from  the  eyes  and  pens  of  learned  males,  has  not  been 
without  dissonances.  After  all,  had  women  everywhere  behaved  in 
accordance  with  their  "natural"  attributes  of  passivity,  dependence 
and  vacuity,  there  would  have  been  no  continuing  need  by  philoso- 
phers and  scientists  to  prove  the  naturalness,  the  biological  logic,  of 
those  attributes.  Ideologies  serve  important  social  functions,  and  the 
continuity  and  persistence  of  male  dominance  has  been  hardly  possi- 
ble without  the  complementary  subordinance  of  women,  a  state  main- 
tained with  a  judicious  combination  of  force,  authority,  tradition  and 
ideology.  It  has  been  within  the  context  of  women's  strivings  for  self- 
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expression  and  their  resistances  to  oppression  that  science  and  medi- 
cine have  made  their  contributions  to  ideologies  of  female 
inferiority. 

In  addition,  it  is  important  to  remember  that  while  male  philoso- 
phers, physicians  and  scientists  were  insisting  on  and  "proving"  wom- 
en's natural  physical  and  mental  inferiority,  they  were  also  denying 
women  access  to  any  form  of  higher  education  or  training  and  exclud- 
ing them  from  participation  in  the  sciences  that  were  defining  woman's 
nature.  Women  were  not  permitted  entrance  to  colleges  and  univer- 
sities in  this  country  or  Europe  until  a  little  over  100  years  ago  and 
then  with  strong  resistances  and  qualifications  that  have  barely  dissi- 
pated. (Until  1865,  when  Vassar  was  founded,  and  the  1870s  when 
some  state  universities,  especially  the  new  land-grant  colleges,  began 
to  admit  women,  only  Oberlin  College  accepted  women  as  students 
in  the  United  States.)  Women  could  be  educated  as  physicians  only 
after  they  opened  their  own  medical  schools  and  hospitals  beginning 
in  the  mid-nineteenth  century  (New  England  Female  Medical  College 
in  1848).  Let  us  also  remember  that  while  male  physicians,  philoso- 
phers and  scientists  insisted  on  and  tried  to  demonstrate  women's 
natural  dependence  and  fragility,  they  were  enforcing  that  economic, 
political,  social  and  intellectual  dependence  on  fathers,  husbands  or 
brothers  by  physical  force,  by  institutions,  and  by  systems  of  laws  that 
have  begun  to  be  changed  only  in  the  last  two  decades. 

I  believe  that  my  account  here  will  show  that,  from  the  time  of 
Aristotle  to  the  advent  of  the  corpus  callosum  and  other  gender- 
differences  obsessions  of  the  neurosciences  in  the  1980s,  the  scientific 
and  medical  theme  of  women's  inferiority  has  gained  nothing  in  intel- 
lectual, conceptual  or  methodological  sophistication.  In  fact,  from 
Aristotle  to  the  present  moment,  one  can  perceive  a  number  of  con- 
ceptual and  methodological  commonalities:  ( 1 )  the  argument  from 
first  principles,  i.e.,  from  unsupported  (and  often  unsupportable)  as- 
sumptions; (2)  the  conviction  that  however  it  is  that  woman  is,  that  is 
the  inferior  way  to  be;  and  ( 3 )  if  you  can  find  something  to  measure 
in  women  and  men,  measure  it  and  the  results  will  tell  you  something 
important  about  their  natures,  with  the  corollary  from  (  2  )  above  that 
whatever  the  measurement  is  for  women,  that  is  the  measure  of  infe- 
riority. Today,  in  this  era  of  civil  rights  and  equal  opportunities  legis- 
lation and  ideology,  only  the  language  has  changed  from  the  theme  of 
women's  inferiority  to  that  of  sex  differences.  This  modern  terminol- 
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ogy  (sex  differences  research)  gives  the  appearance  of  a  value  free 
search  for  the  truth  about  difference,  leaving  implicit  the  judgment 
that  difference  means  difference  from  the  white  male  norm  and,  there 
fore,  inferior. 

In  what  forms  the  subject  of  women's  inferiority  surfaced  over  the 
centuries  —  that  is,  what  parts  of  the  female  body  became  the  object 
of  scrutiny  and  measurement  —  seems  to  have  depended  on  the  field 
of  interest  and  expertise  of  the  scientists  and  the  ascendancy  of  par- 
ticular scientific  fields  in  different  periods  as  well  as  on  the  particular 
social  and  political  preoccupations  of  the  times.  And  the  degree  to 
which  this  goal  of  defining  woman's  "nature"  and  describing  the  forms 
of  her  inferiority  obsessed  the  scientific  and  medical  mind  seems  to 
have  depended  on  the  level  of  contemporary  social  turmoil  —  that  is, 
on  the  amount  of  activity  by  women  that  threatened  traditional  gender 
roles.  The  hope  is  that  scientific  clarity  about  the  nature  of  woman 
(i.e.,  about  her  disabilities)  will  halt  any  attempted  transgressions  of 
the  boundaries  constructed  around  her  life,  around  her  proper  roles. 
The  effort  has  been  —  from  Aristotle  through  the  Renaissance  to  the 
eighteenth-century  anatomists  to  the  nineteenth-century  physicians 
and  brain  scientists,  including  Broca  and  Vogt,  to  Darwin  and  Freud 
to  late  twentieth-century  psychologists,  primatologists,  behavioral 
neuroendocrinologists,  sociobiologists,  and  neuroscientists — to  dem- 
onstrate that  the  way  things  are  with  respect  to  the  relations  between 
women  and  men  and  to  women's  subordinate  social  position  is  part  of 
the  natural  order  of  things,  based  on  human  nature,  on  innate  abilities 
and  disabilities.  This  need  to  naturalize  the  social,  economic  and  po- 
litical order  of  things,  to  legitimize  a  system  of  unequal  power  and 
privilege,  has  led  scholars  whom  we  have  come  to  view  as  brilliant 
thinkers  and  observers  to  abandon  logic,  scientific  rigor  and,  in  fact, 
their  commitment  to  truth  as  they  fashioned  "facts"  to  fit  their  theories 
and  beliefs  of  woman's  inferiority  and  her  natural  position  of  subor- 
dination to  man.  Whether  they  really  believed  in  woman's  inferiority 
we  may  never  know.  We  can  reliably  guess,  however,  that  they  feared 
and  resisted  her  equality  or,  dare  I  speak  the  word,  superiority. 

Thus,  as  women  agitated  in  the  second  half  of  the  nineteenth  cen- 
tury for  the  means  of  regulating  the  frequency  of  pregnancies  as  well 
as  for  higher  education,  theories  abounded  predicting  insanity  and 
permanent  infirmity  for  those  w  omen  who  directed  their  limited  stores 
of  energy  away  from  the  womb  and  its  natural  functions  and  into  their 
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brains.  During  the  same  period,  as  we  shall  see,  brain  scientists  proved 
through  cranial  measurements  that  women's  brains  did  not,  in  any 
case,  have  the  capacity  for  higher  intellectual  activities. 

But  we  will  begin  this  story  with  Aristotle,  who  lived  from  384  to 
322  B.C.  While  Aristotle  used  his  own  and  others'  observations  of 
animals  extensively  in  his  theory-making,  he  also  relied  heavily  on  a 
priori  elements,  on  first  principles.  In  his  work  Generation  of  Animals, 
these  were  important  in  his  formulation  of  female  and  male  principles, 
accounting  for  what  he  considered  to  be  the  obvious  mental  and 
physical  differences  between  women  and  men  and  for  women's  natural 
inferiority.  These  first  principles  included  the  following:  ( 1 )  the  male 
provides  the  efficient  cause  of  generation  (the  seed);  the  female  pro- 
vides the  material;  the  male  semen  acts  on  the  material  and  gives  it 
form;  (2)  the  male  generates  in  another;  the  female,  only  in  herself; 
(3)  the  humors  characterizing  the  male  principles  are  hot  and  dry;  the 
female,  cold  and  moist.  It  follows  naturally  from  these,  as  Aristotle 
expresses  throughout  his  Generation  of  Animals,  that  the  male  stands 
for  the  active  and  effective  and  the  female  for  the  passive,  that  the 
male  imparts  the  sensitive  soul  and  the  female  merely  the  body  and 
that  the  male  is  thus  better  and  more  divine.  Because  of  her  inability 
to  produce  seed,  Aristotle  saw  woman  as  an  impotent  and  incomplete 
male  (bk.  1,  ch.  20).  The  active  force  in  the  seed  produces  a  perfect 
likeness  in  males,  while  females  result  from  a  defect  in  the  active  force 
or  the  material.  Aristotle's  explicit  definition  of  woman  as  a  mutilated 
male  also  appears  in  Generation  of  Animals  (bk.  2,  ch.  3):  "for  just  as 
the  young  of  mutilated  parents  are  sometimes  born  mutilated  and 
sometimes  not,  so  also  the  young  born  of  a  female  are  sometimes 
female  and  sometimes  male  instead.  For  the  female  is,  as  it  were,  a 
mutilated  male." 

Aristotle  also  provides  us  with  a  fine  example  of  an  intellectual 
technique  that  persists  in  science  today  —  that  of  demonstrating  that 
however  it  is  that  women  are  found  to  be,  it  is,  by  definition,  the 
inferior  way  to  be  (with  the  converse  true  for  males  —  however  they 
are,  it  is  the  superior  way).  In  Generation  of  Animals  (bk  4,  ch.  6), 
Aristotle  writes  (the  circularity  of  his  arguments  is  downright 
dizzying): 

"In  man  males  are  more  often  born  defective  than  females,  but  in 
the  other  animals  this  is  not  the  case.  The  reason  is  that  in  man  the 
male  is  much  superior  to  the  female  in  natural  heat,  and  so  the  male 
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foetus  moves  about  more  than  the  female,  and  on  account  of  m<>\  Lng 
is  more  liable  to  injury,  for  what  is  young  is  easily  injured  since  it  is 
weak.  For  this  same  reason  also  the  female  foetus  is  not  perfected 
equally  with  the  male  in  women.  .  .  .  For  while  within  the  mother  the 
female  takes  longer  in  developing,  but  after  birth  everything  is  per 
feeted  [by  perfected  I  believe  he  means  comes  to  maturity]  more 
quickly  in  females  than  in  males;  I  mean,  for  instance,  puberty,  the 
prime  of  life  and  old  age.  For  females  are  weaker  and  colder  in  nature, 
and  we  must  look  upon  the  female  character  as  being  a  sort  of  natural 
deficiency.  Accordingly  while  it  is  within  the  mother  it  develops  slowly 
because  of  its  coldness.  .  .  ;  but  after  birth  it  quickly  arrives  at  maturity 
and  old  age  on  account  of  its  weakness,  for  all  inferior  things  come 
sooner  to  their  perfection,  and  as  this  is  true  of  works  of  art  so  it  is  of 
what  is  formed  by  nature." 

But,  then,  what  is  truly  fascinating  is  that  Aristotle,  long  conceded 
to  be  a  brilliant  empiricist,  seems  to  have  gotten  it  wrong  about  women 
even  when  he  could  directly  observe  them  and  count  and  measure. 
He  says  about  the  sutures  of  the  skull:  "The  skull  has  sutures:  one,  of 
circular  form,  in  the  case  of  women;  in  the  case  of  men,  as  a  general 
rule,  three  meeting  at  a  point"  {Generation  of  Animals,  bk.  1,  ch.  7). 
He  says  about  the  blood:  "Blood  in  the  female  differs  from  that  in  the 
male,  for  ...  .  the  blood  in  the  female  is  thicker  and  blacker  than  in 
the  male"  {G.A,  bk.  3,  ch.  19).  And  he  says  about  teeth:  "Males  have 
more  teeth  than  females  in  the  case  of  men,  sheep,  goats,  and  swine" 
(G.A.,  bk.  2,  ch.  3). 

Then  Aristotle  makes  crystal  clear  the  social  and  political  implica- 
tions, if  not  the  predetermined  goal  and  purpose  of  this  compendium 
of  female  biological  inferiorities,  in  his  work  Politics,  where  he  dis- 
cusses slavery  and  obedience:  "Again,  the  male  is  by  nature  superior, 
and  the  female  inferior;  and  the  one  rules,  and  the  other  is  ruled;  this 
principle,  of  necessity,  extends  to  all  mankind"  (bk.  1,  ch.  5).  For  these 
different  roles,  he  says,  man  needs  the  courage  to  rule;  woman,  the 
modesty  and  silence  to  obey.2 

In  addition  to  Aristotle,  there  were  other  natural  philosophers  and 
physicians  who  developed  important  theoretical  systems  in  this  period 
and  up  to  the  second  century  A  D.  The  Hippocratic  writers  produced 
a  large  body  of  works  on  gynecology  during  the  fifth  and  fourth 
centuries  B.C.,  and  these  foreshadow  the  obsessions  of  nineteenth- 
century  physicians  with  the  uterus  as  the  source  of  all  disease  in 
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women;  in  the  writings  of  both  periods,  women  are,  by  definition, 
hopelessly  flawed.  Hippocrates,  like  Aristotle  recognized  as  a  brilliant 
observer  and  medical  thinker,  could  not  think  straight,  could  not  see 
properly  or  logically  when  it  came  to  women.  In  comparison  with 
men,  women  were  considered  to  be  more  porous,  more  full  of  fluids, 
more  humid.  This  excess  of  fluid  need  not  be  pathological,  however, 
since  it  can  be  eliminated  by  menstruation  or  diverted  into  healthy 
channels  during  pregnancy  and  lactation.  But  this  means  that  to  be 
healthy,  a  woman  must  be  pregnant,  lactating  or  regularly  menstruat- 
ing. If  she  is  not,  the  excess  fluids  accumulate  in  the  diaphragm  and 
heart,  causing  disease,  and  after  six  months  of  stopped-up  menses,  the 
condition  becomes  incurable.  When  this  occurs  in  young  girls,  they 
become  violent,  distraught  and  suicidal.  The  cure  is  marriage  and 
pregnancy.3 

These  Hippocratic  writings  also  provide  frightening  descriptions  of 
the  "wandering  womb,"  a  uterus  that  has  become  too  dry,  usually  from 
lack  of  coitus,  which  keeps  it  moist.  Such  an  unhappy  uterus  bumps 
around  in  the  abdomen,  looking  for  moisture  and,  when  it  hits  the 
liver,  may  produce  sudden  suffocation.  This  was  known,  reasonably 
enough,  as  hysterical  apnea.  While  many  remedies  were  offered,  the 
basic  advice  remained  for  those  most  commonly  afflicted  —  namely, 
widows  and  virgins  —  to  get  married,  the  kind  of  advice  women  have 
received  for  the  subsequent  2,000  years. 

While  there  were  other  voices  and  views,  Aristotle's  importance  lies 
in  the  fact  that  his  enormous  body  of  writings  was  preserved  and 
translated  into  Latin  in  the  early  medieval  period,  when  his  arguments 
came  to  represent  the  universal  truths  in  the  medieval  and  early 
modern  periods  of  western  science  and  medicine/  Authorities  such 
as  Horowitz  believe,  for  example,  that  the  ascendancy  of  Aristotle's 
one-semen  theory  over  conflicting  two-semen  (male  and  female  seed) 
theories  allowed  the  maternal  contribution  to  conception  in  the  form 
of  the  egg  to  remain  unsuspected  and  unsought  until  the  seventeenth 
century.  (In  1672  de  Graff  made  the  observations  that  permitted  him 
to  make  the  correct  inference  that  the  female  "testes"  produce  ova, 
though  he  mistook  the  follicle  for  an  egg.  The  egg  was  actually  dis- 
covered microscopically  by  von  Baer  in  1827.)  Aristotle's  definition 
of  a  female  as  a  defective  or  mutilated  male  entered  biological,  medical 
and  theological  works  through  the  Summa  Theologiae  of  St.  Thomas 
Aquinas,  who  wrote  in  the  thirteenth  century,  in  which  form  it  con- 
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tinues  to  be  influential,  in  Horowitz'  view,  to  the  present  time.  Aris 
totle's  arguments  became  institutionalized  within  western  higher 
education  when  the  university  system  was  developed  in  Europe  with 
the  establishment  of  the  University  of  Paris  in  the  early  thirteenth 
century.  By  1255  his  works  had  become  required  reading  at  the  Uni- 
versity of  Paris,  which  served  as  the  model  for  the  many  universities 
that  were  thereafter  founded  across  Europe.  Aristotle's  views  spread 
beyond  academe  and  into  ordinary  homes  through  street  preachers 
and  popular  spurious  works  published  under  Aristotle's  name.5 

The  establishment  of  the  university  system  marked  a  shift  in  the  site 
of  higher  education  from  monasteries  and  private  homes  to  universi- 
ties.6 While  women  had  sometimes  been  able  to  receive  a  higher 
education  in  their  homes  and  as  nuns  in  monasteries,  they  were  ex- 
cluded from  the  newly  founded  universities  of  Europe  (they  were  not 
admitted  to  the  University  of  Paris  until  1868).  They  were  thus  iso- 
lated from  the  centers  of  significant  scholarly  activity  at  the  same  time 
as  Aristotle's  views  on  the  inferiority  and  natural  subordination  of 
women  became  an  integral  part  of  scientific,  medical  and  philosophical 
thinking. 

Ian  Maclean7  (1980)  considers  the  subject  of  woman  as  seen  by 
Renaissance  scientists  and  physicians  as  complex  and  contradictory, 
influenced  still  by  Aristotle  and  Hippocrates,  as  well  as  Galen,  who 
wrote  in  the  second  century  a  d,  but  also  by  the  growth  of  experi- 
mental anatomy  and  embryology  and  the  writings  of  the  sixteenth- 
century  experimentalists,  Vesalius,  Fallopio  and  Fernel.  Thus,  before 
1600  scientists  and  physicians  accepted  the  Aristotelian  and  Galenic 
notion  of  the  woman  as  imperfect  male:  because  of  a  lack  of  heat  in 
her  generation,  she  is  incomplete,  cold  and  moist  and  unable  to  con- 
coct perfect  (i.e.,  generative)  semen  from  her  blood.  The  axiom  per- 
sisted that  hot  is  perfect.  There  were  further  elaborations,  however, 
on  the  significance  of  the  hot  and  cold  difference  between  men  and 
women.  Male  mental  characteristics  attributable  to  body  heat  include 
"courage,  liberality,  moral  strength  and  honesty."8  The  female,  on  the 
other  hand,  shows  the  opposite  of  these  features.  Also,  just  as  the  seed 
is  more  noble  than  the  earth,  man  is  more  noble  and  perfect  than 
woman. 

After  1600  it  was  recognized  that  both  sexes  are  necessary  for 
reproduction;  and,  as  a  result  of  Fallopio's  anatomical  description  of 
the  female  reproductive  tract,  the  uterus  became  an  admired  organ. 
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no  longer  viewed  as  simply  an  inverted  and  interior  (and  therefore 
useless)  penis.  Woman  then  ceased  to  be  an  imperfect  version  of  the 
male  in  this  regard.  Also,  while  Renaissance  writers  accepted  ancient 
authority  on  the  humors  and  continued  to  view  women  as  cold  and 
moist,  these  features  were  now  seen  as  functional,  necessary  for  the 
physiological  functions  of  menstruation,  pregnancy  and  lactation.  While 
scientists  and  physicians  thus  abandoned  the  view  of  women  as  phys- 
ically and  physiologically  imperfect,  they  retained  their  beliefs  of  women 
as  psychologically  or  mentally  imperfect  males  because  of  their  cold, 
moist  humors,  menstruation  and  the  uterus  with  its  proneness  to 
disease.  Because  of  these  features,  women  may  have  a  more  retentive 
memory  and  greater  imagination  and  be  more  compassionate  and 
attentive,  but  they  are  also  more  jealous,  querulous,  despondent,  false, 
deceptive,  passive  and  inconstant.  The  uterus  weakens  rationality  and 
induces  hate,  vengeance,  fear,  and  anger  as  well  as  pity  and  love.  The 
softer  flesh  predisposes  to  psychological  softness.9 

I  am  skipping  rather  lightly  through  the  Renaissance,  but  I  recognize 
that  it  would  be  of  great  relevance  and  interest  to  analyze  these  chang- 
ing nuances  in  the  medical-scientific  construction  of  women's  physical 
and  mental  attributes  within  the  context  of  the  dramatic  changes  that 
were  occurring  in  this  period  of  transition  from  feudalism  to  capital- 
ism: changing  economic  and  social  relationships  between  women  and 
men  and  women's  changing  relationships  to  work,  property,  the  family, 
the  state  and  sexuality.  In  addition,  the  seventeenth  century  saw  the 
emergence  of  the  bourgeoisie  and  of  liberal  ideology.  While  Locke 
(  1632—  1704)  challenged  the  absolutist  rule  of  patriarchy,  or  father- 
right,  as  the  basis  for  political  rule  by  the  state  in  order  to  establish 
the  liberal  concept  of  individual  freedom,  it  was  freedom  for  the 
individual  man  and  he  saw  no  need  to  abolish  patriarchal  relations  in 
the  family.10  As  later  stated,  "Liberal  ideology  dislodges  the  privilege 
of  birth  and  replaces  it,  not  with  egalitarianism,  but  with  equality  of 
opportunity  in  the  marketplace,  for  men  only.  The  ascribed  status  of 
womanhood  is  left  intact."11  In  fact,  woman's  subjection  to  man  was 
reinforced  in  bourgeois  terms,  through  the  relations  of  property  and 
inheritance.  Women  were  relegated  to  the  private  sphere  by  liberal 
patriarchal  ideology,  where  she  had  no  title  to  money  or  right  to 
litigation.  In  the  face  of  these  changes,  it  seems  to  me  that  a  great  deal 
of  ideological  work,  in  which  science  and  medicine  would  play  a  role, 
would  have  been  required  to  reconcile  the  glaring  contradiction  be- 
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tween  the  liberal  concept  of  individual  freedom  and  the  new  and 
continuing  restrictions  on  women's  freedoms. 

It  was  during  this  period  of  the  early  seventeenth  century  and 
developing  capitalism  that  Francis  Bacon  intluentially  helped  to  shape- 
modern  science  by  values  our  culture  calls  masculine.12"  At  a  time 
when  the  control  of  nature  was  seen  as  inseparable  from  economic 
and  industrial  progress,  he  effectively  cast  the  description  of  science, 
its  methods  and  goals,  in  gendered  anel  sexual  terms  and  metaphors 
that  are  with  us  to  this  day:  he  saw  mind  as  male  and  nature  as  female, 
a  mystery  to  be  unveiled,  penetrated  and  controlled.  Woman  as  repro- 
ductive being  embodies  the  natural,  the  disordered,  the  emotional, 
the  subjective,  the  irrational;  man  as  thinker  epitomizes  objectivity, 
rationality,  culture  and  control.  Bacon  saw  science  as  "a  chaste  and 
lawful  marriage  between  Mind  and  Nature";  nature  was  to  be  subdued, 
dominated  and  controlled."  In  his  time  the  witch  mania  was  at  its 
height  and  reflected  fears  of  female  sexuality  and  woman's  uncon- 
trolled nature.  Reason  and  science  promised  protection  against  the 
dangers  of  woman."  These  dualisms  and  metaphe)rs  have  had  great 
importance  in  the  molding  of  gender  stereotypes  in  western  cultures 
as  well  as  in  the  structuring  of  science  as  male,  both  conceptually  and 
organizationally. 

The  eighteenth  century  saw  a  renewed  interest  in  defining  sex 
differences  in  every  part  of  the  human  body.  Drawings  of  skeletons 
reflected  anatomists'  idealized  versions  of  the  male  and  female  body 
and  of  masculinity  and  femininity.  The  skeleton  of  a  woman  was  to 
reflect  the  "harmony  of  her  limbs,  beauty,  and  elegance,"  in  the  words 
of  the  anatomist  Soemmerring."1  Schiebinger  relates  this  scientific 
interest  in  idealized  femininity  to  the  dilemma  generated  by  the  rise 
of  liberal  political  thought  and  the  growth  of  democratic  tendencies 
in  the  eighteenth  century  from  which  women  were  conspicuously 
excluded.  In  the  ongoing  controversy  between  those  advocating  equality 
for  women  and  those  committed  to  women's  continuing  subordinate 
position  within  the  home,  nature,  in  the  form  of  anatomical  sex  differ- 
ences, provided  a  justification  for  evolving  definitions  of  the  position 
of  women. 

The  anatomical  preoccupation  with  sex  differences  continued  una- 
bated into  and  through  the  nineteenth  century.  Women  came  to  be 
seen  by  some  anatomists  as  evolutionary  arrested  in  their  full  "hu- 
man" development,  as  this  was  exemplified  by  the  white  male.  The 
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common  thread  in  anatomical  descriptions  of  women  in  this  period 
was  their  likeness  to  children  —  delicate,  weak  and  underdeveloped 
in  their  bones,  muscles,  nerves  and  blood  vessels,  and  consequently, 
of  course,  incapable  of  intellectual,  abstract  or  analytical  work.  The 
lesson  from  anatomy  was  constantly  drawn  by  physicians,  scientists 
and  philosophers  to  the  effect  that,  as  one  physician,  J.  J.  Sachs,  put  it, 
the  "weak,  soft  members  and  delicate  skin  are  witness  of  woman's 
narrower  sphere  of  activity,  of  home-bodiness,  and  peaceful  family 
life."17  Leading  philosophers  of  this  period,  from  Rousseau  in  the  eigh- 
teenth century  to  Comte  and  von  Humboldt  in  the  nineteenth  cen- 
tury, insistently  invoked  nature,  the  findings  of  science,  for  the  resolution 
of  the  problems  posed  by  those  advocating  equality  of  the  sexes:  it 
was  woman's  natural  (anatomically  demonstrated)  role  as  wife  and 
mother  that  provided  the  foundation  of  a  stable  social  order.18 

Further,  as  Schiebinger  points  out,  this  ongoing  eighteenth-  and 
nineteenth-century  scientific  and  philosophical  effort  was  occurring 
during  the  period  that  witnessed  the  gradual  displacement  of  women 
midwives  from  the  delivery  of  health  care  to  women  and  the  deter- 
mined efforts  to  exclude  women  from  professional  training  either  as 
midwives  or  as  physicians  in  the  established  medical  schools.  As  Judy 
Leavitt19  has  shown,  with  the  increasing  use  of  forceps  by  physicians 
in  the  eighteenth  century;  the  institution  of  obstetrical  training  for 
physicians,  also  in  the  eighteenth  century;  and  finally,  the  introduction, 
on  women's  insistence,  of  anesthesia  to  childbirth  in  the  mid-nine- 
teenth century,  women  with  the  economic  means  increasingly  chose 
to  include  physicians  in  the  birthing  process,  since  modern  medicine 
promised  some  protection  against  both  the  pain  and  the  high  risk  of 
death  in  childbirth.  (Midwives,  however,  still  attended  approximately 
half  the  births  in  the  United  States  in  1900.)  That  the  physicians  they 
chose  were,  with  few  exceptions,  male  physicians  reflected  the  pre- 
vious century  and  a  half  struggle  women  and  the  male  medical  estab- 
lishment over  the  exclusion  of  women  as  midwives  and  physicians 
from  the  scientific  amd  medical  training  that  became  required  for 
professional  standing  and  for  acceptance  by  the  growing  middle  and 
upper  classes. 

Then,  by  the  latter  half  of  the  nineteenth  century,  women  in  both 
England  and  the  United  States  were  behaving  very  badly.  As  the  his- 
torian Carroll  Smith-Rosenberg  so  richly  describes  in  her  book  Dis- 
orderly Conduct,20  this  was  a  period  of  radical  social  and  economic 
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change  brought  on  by  the  commercial,  transportation  and  industrial 
revolutions  of  the  first  half  of  the  century.  There  was  the  rapid  devel- 
opment of  an  industrial  and  commercial  working  class  and  an  urban 
poor  alongside  the  commercial  and  industrial  elite.  Stimulated  by 
urban  social  dislocations  and  in  the  face  of  the  bourgeois  Cult  of  True 
Womanhood,  the  Victorian  ideal  of  femininity,  women  were  getting 
out  of  the  home  and  organizing  social  reform  movements  and  philan- 
thropic societies;  opening  refuges,  asylums  and  schools;  speaking  on 
public  platforms;  writing  tracts  and  publishing  pamphlets;  criticizing 
marriage  and  divorce  laws;  trying  to  limit  their  pregnancies  and  family 
size  and  to  enter  universities  and  medical  schools  and  male  professions, 
finally  opening  their  own  colleges  and  medical  schools.21 22 

As  Smith-Rosenberg  has  described,  American  medicine  met  the  chal- 
lenge to  prove  women  incapable  of  what  they  were  in  fact  doing  and 
wished  to  do.  Physicians  proclaimed  women  to  be  nothing  but  the 
product  and  prisoner  of  their  reproductive  system.  The  female  physi- 
ology "determined  all  of  a  woman's  other  physical  and  social  experi- 
ences. ...  To  thwart  the  requirements  of  the  reproductive  organs  was 
to  court  disease,  insanity,  and  death."23  These  medical  wisdoms  were 
based  on  theories:  an  intimate  connection  between  ovaries,  uterus 
and  nervous  system  was  the  basis  for  the  popular  "reflex  irritation" 
model  of  disease  causation.  Any  imbalance,  exhaustion  or  other  dis- 
order of  the  reproductive  organs  could  cause  pathological  reactions 
anywhere  in  the  body.  The  writings  of  the  physician  Edward  Clarke, 
a  professor  at  Harvard,  had  a  strong  influence  on  educators  in  the  late 
1800s.  He  strongly  propounded  the  belief  that  women  had  a  limited 
amount  of  energy,  and  to  use  it  on  education  would  divert  essential 
energy  from  their  reproductive  system,  ruin  their  health  and  jeopar- 
dize the  lives  of  future  generations  by  bearing  sick,  neurotic  and 
degenerate  children.  Describing  educated  women,  Clarke  said,  "The 
results  are  monstrous  brains  and  puny  bodies  .  .  .  flowing  thought  and 
constipated  bowels."24  A  New  York  physician  wrote,  "The  delicate 
organism  and  sensitive  and  highly  developed  nervous  system  of  our 
girls  was  never  intended  by  the  Creator  to  undergo  the  stress  and 
strain  of  the  modern  system  of  higher  education,  and  the  baneful 
results  are  becoming  more  and  more  apparent  as  the  years  go  by."25 

Complementary  to  nineteenth-century  physicians'  luridly  imagina- 
tive descriptions  of  women's  physical  and  mental  disabilities  were  the 
dedicated  efforts  of  nineteenth-century  European  brain  anatomists  to 
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demonstrate  the  inferior  and  undeveloped  state  of  the  brains  of  fe- 
males and  blaeks  by  doing  elaborate  measurements,  all  of  which  were 
later  shown  to  be  invalid.  Anthropologists  and  brain  scientists  made 
the  connections  between  their  craniological  investigations  and  wom- 
en's radical  aspirations  quite  clear  when  Paul  Broca,  the  eminent  neu- 
roanatomist  and  leader  in  the  field  of  craniometry  (the  science  of  skull 
measurements),  in  1868  urged  anthropologists  to  study  the  "condition 
of  women  in  society"  since  women's  unchecked  militancy  threatened 
to  produce  a  "perturbance  of  the  races."26  And  the  anthropologists 
answered  the  call.  In  the  words  of  J.  McGrigor  Allen  in  1869,  "No 
distinctions  in  the  minds  of  men  and  women!  Nature  flatly  contradicts 
the  absurd  assertion,  and  warns  against  encouraging  this  foolish  and 
mischievous  flattery  of  women.  ...  As  it  is  these  doctrines  have  a  most 
baneful  effect  in  unsettling  society.  .  .  .  Thousands  of  years  have  amply 
demonstrated  the  mental  supremacy  of  man,  and  any  attempt  to  rev- 
olutionise the  education  and  status  of  women  on  the  assumption  of 
an  imaginary  sexual  equality,  would  be  at  variance  with  the  normal 
order  of  things,  and  as  Dr.  Broca  says,  induce  perturbance  in  the 
evolution  of  races.'  "27  He  challenged  anthropologists  to  investigate 
the  question  of  women's  mental,  moral  and  physical  qualities.  Such 
challenges  had  already  begun  to  stimulate  the  application  of  the  flour- 
ishing science  of  craniology  (measurements  of  the  skull)  to  the  ques- 
tion of  both  gender-  and  race-related  differences,  and  craniological 
techniques  had  served  to  "demonstrate"  the  constitutional  inferiority 
of  blacks  and,  thus,  the  justification  for  slavery.28  The  purported  cranio- 
logical "findings"  in  the  brains  of  black  men  and  white  women  were 
constantly  juxtaposed  and  compared  with  those  of  children,  in  order 
to  reinforce  the  concept  of  the  arrested  development  of  both  blacks 
and  women.  Darwin,  writing  in  his  Descent  of  Man  in  1871,  cited  the 
work  of  Carl  Vogt  {Lectures  on  Man,  1864)  and  other  anatomists  to 
make  this  connection  for  the  female  brain:  "Male  and  female  children 
resemble  .  .  .  the  mature  female  much  more  closely  than  the  mature 
male.  The  female,  however,  ultimately  assumes  certain  distinctive 
characters,  and  in  the  formation  of  her  skull,  is  said  to  be  intermediate 
between  the  child  and  the  man"  (Part  II,  p.  317). 

To  solve  the  woman  problem,  the  best  brain  scientists  of  their  day 
(including  both  Vogt  and  Broca  and  their  colleagues)  went  to  desper- 
ate lengths  —  manipulating  measurements  for  cranial  height,  length, 
width,  volume,  brain  weight,  body  height  and  weight,  facial  angle  or 
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angle  of  the  vertebral  column  —  measuring  anything  in  order  to  get 
the  numbers  to  come  out  right;  that  is,  to  construct  an  infallible  index 
of  the  inferiority  of  women's  brains  as  the  basis  for  their  hopelessly 
inferior  intellect.  Alas,  it  was  all  for  naught  as  Karl  Pearson  and  his 
students  finally,  at  the  turn  of  the  century,  buried  forever  the  "science" 
of  craniology  with  their  application  of  rationality  and  rigorous  statis- 
tical standards.  But,  before  its  demise  and  as  if  to  emphasize  the  real- 
life  concerns  that  craniology  was  hoping  to  solve  during  its  heyday, 
Topinard,  Broca's  chief  disciple,  in  1888  gave  his  evolutionary  expla- 
nation for  differences  in  male  and  female  brains: 

"The  man  who  fights  for  two  or  more  in  the  struggle  for  existence, 
who  has  all  the  responsibility  and  the  cares  of  tomorrow,  who  is 
constantly  active  in  combatting  the  environment  and  human  rivals, 
needs  more  brain  than  the  woman  whom  he  must  protect  and  nourish, 
than  the  sedentary  woman,  lacking  any  interior  occupations,  whose 
role  is  to  raise  children,  love,  and  be  passive."29 

The  most  extreme  expression  of  the  scientific  misogy  ny  rampant  in 
the  science  of  the  time  came  from  one  of  Broca's  colleagues,  Gustave 
LeBon,  who  wrote  in  1879: 

"In  the  most  intelligent  races,  as  among  the  Parisians,  there  are  a 
large  number  of  women  whose  brains  are  closer  in  size  to  those  of 
gorillas  than  to  the  most  developed  male  brains.  This  inferiority  is  so 
obvious  that  no  one  can  contest  it  for  a  moment;  only  its  degree  is 
worth  discussion.  All  psychologists  who  have  studied  the  intelligence 
of  women,  as  well  as  poets  and  novelists,  recognize  today  that  they 
represent  the  most  inferior  forms  of  human  evolution  and  that  they 
are  closer  to  children  and  savages  than  to  an  adult,  civilized  man.  They 
excel  in  fickleness,  inconstancy,  absence  of  thought  and  logic,  and 
incapacity  to  reason.  Without  doubt  there  exist  some  distinguished 
women,  very  superior  to  the  average  man,  but  they  are  as  exceptional 
as  the  birth  of  any  monstrosity,  as,  for  example,  of  a  gorilla  with  two 
heads;  consequently,  we  may  neglect  them  entirely."30 

Unfortunately,  LeBon  was  not,  Steven  Gould  notes,  a  marginal  figure 
or  a  crackpot  but  a  leading  scientist  of  his  time  and  a  founder  of  social 
psychology,  well  known  for  his  study  on  crowd  behavior. 

Freud,  in  the  late  nineteenth  and  early  twentieth  centuries,  contin- 
ued the  Aristotelian  portrait  of  woman  as  passive  and  as  a  hopelessly 
flawed,  incomplete  and  mutilated  male,  with  the  added  attributes  of 
narcissism  and  masochism.  To  achieve  femininity,  the  mark  of  maturity 
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and  normality  for  females,  it  was  neeessary  for  a  girl  both  to  transfer 
sexuality  from  the  clitoris  to  the  vagina  and  to  transform  her  penis 
envy  and  longing  (another  Aristotelian  First  Principle)  into  longing 
for  father  as  lover  and  for  his  baby.  But  even  that  outcome,  though  the 
best  for  her,  was  not  a  truly  successful  one,  since  it  did  not  completely 
resolve  her  Oedipal  complex,  leaving  her,  though  feminine,  with  a 
weak  superego,  lacking  in  a  sense  of  justice  or  morality.  But,  on  the 
other  hand  (the  Freudian  no-win  situation  for  women),  if  she  did  not 
even  achieve  that  degree  of  success,  she  was  in  a  worse  state,  being 
developmentally  arrested  in  a  stage  of  neurotic  infantile  masculinity. 
Her  wish  to  be  a  man  will  reemerge  in  the  form  of  neurosis  —  by 
definition,  any  manifestation  on  her  part  of  deviance  from  Freud's 
norm  of  femininity. 

So,  there  we  have  it  again.  To  Aristotle  and  Hippocrates  we  can  add 
the  lustrous  names  of  Broca,  Darwin  and  Freud,  all  considered  to  be 
brilliant  thinkers  and  observers  who  could  analyze  so  well.  But  when 
they  came  to  the  problem  of  women  and  of  gender,  they  lost  their 
critical  faculties  and  distorted  or  invented  data  to  fit  their  hopes, 
beliefs  and  theories. 

In  the  middle  decades  of  the  twentieth  century,  behaviorists  dom- 
inated the  field  of  psychology  and  the  emphasis  was  on  learning  rather 
than  biology  as  the  source  of  psychological  sex  differences.31  The  tide 
began  to  turn,  however,  by  the  mid-1960s  as  psychologists  along  with 
neuroendocrinologists  and  other  neuroscientists  began,  once  again,  a 
determined  effort  to  find  biological  bases  in  our  genes,  hormones  and 
brain  structure  and  function  for  presumed  gender-related  differences 
in  cognitive  abilities.  Doubtless  aware,  however,  of  the  growing  wom- 
en's movement  of  the  late  1960s  and  early  1970s,  psychologists  were 
careful  to  express  appreciation  of  the  feminine  virtues  and  the  value 
of  traditional  female  roles  they  feared  women  would  soon  abandon. 

According  to  Eysenck,  "For  women  to  deny  these  differences  and 
to  seek  for  a  purely  masculine  role  in  their  efforts  to  achieve  'equality' 
is  to  deny  the  values  of  the  specific  feminine  contribution  to  society; 
by  seeking  equality  in  precisely  those  fields  where  nature  has  seen  fit 
to  endow  men  with  greater  capacities  than  women  they  make  certain 
that  women  will  quite  definitely  be  inferior  to  men.  It  is  by  capitalising 
on  those  areas  where  nature  has  seen  fit  to  endow  women  with  greater 
capacities  than  men  that  women  can  establish  their  position  as  equal 
but  different  complements  to  men.  They  may  find  that  if  they  cannot 
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beat  nature,  they  might  benefit  by  joining  it ."'J  How  remarkably  san< 
timonious  and  patronizing  for  someone  writing  in  1973.  But  this  is 
precisely  the  main  message  of  E.  O.  Wilson  s  sociobiology,  introduced 
to  the  world  in  1975  and  expressed  succinctly  by  David  Barash  in 
1979:  "Because  men  maximize  their  fitness  differently  from  women,  it 
is  perfectly  good  biology  that  business  and  profession  taste  sweeter  to 
them,  while  home  and  child  care  taste  sweeter  to  women."33  And  the 
political  intent  of  the  message  was  driven  home  by  Trivers  in  the  film 
Sociobiology:  Doing  What  Comes  Naturally:  "It's  time  we  started 
viewing  ourselves  as  having  biological,  genetic  and  natural  compo- 
nents to  our  behavior,  and  that  we  start  setting  up  a  physical  and  social 
world  to  match  those  tendencies." 

Two  psychologists,  Garai  and  Scheinfeld,  writing  in  1968,  found  that 
those  "natural  components"  of  women  just  happen  to  fit  them  per- 
fectly for  the  jobs  they  were  doing:  their  tactile  sensitivity  "may  con- 
tribute to  their  greater  manual  dexterity  and  early  in  life  direct  them 
towards  activities  which  require  manual  skills  such  as  sewing,  knitting, 
embroidery,  dental  laboratory  work,  and  microscopic  research  in  bi- 
ology and  biochemistry.  .  .  .  Women  also  appear  able  to  profit  from 
their  greater  tolerance  of  monotony  in  these  job  assignments  where 
they  may  derive  their  main  satisfactions  from  affiliative  on-the-job 
relations  with  their  fellow  workers."  They  excel  "in  the  perception  of 
details  in  tasks  which  require  frequent  shifts  of  attention,  such  as 
typing,  filing,  checking  lists  for  accuracy  and  other  clerical  skills."34 

Sociobiologists  and  other  biological  determinists  were  able  to  in- 
corporate the  new  concepts  developed  in  the  flourishing  field  of  be- 
havioral neuroendocrinology  in  the  1960s  and  1970s.  From  work  on 
cyclicity  and  mating  behaviors  in  rodents,  the  concept  of  the  "organ- 
izing" effects  of  testosterone  on  the  fetal  brain  in  determining  adult 
behaviors  was  enthusiastically  and  universally  accepted  and  became 
the  paradigm  for  thinking  about  human  behaviors.  Ideas  about  rats' 
brains  and  behaviors  were  uncritically  extrapolated  to  human  brains 
and  behaviors.  Presumed,  though  undemonstrated,  effects  of  testos- 
terone on  the  fetal  brain  were  widely  accepted  as  accounting  for 
gender-associated  differences  in  "aggressivity,"  the  meaning  of  w  hich 
in  our  society  includes  such  characteristics  as  intelligence,  imagina- 
tion, independence,  and  ambition.  Testosterone-induced  unbridled 
aggressivity  in  the  human  male  became  the  attractive  explanation  for 
the  more  unpleasant  aspects  of  our  social  behaviors:  war,  homicide, 
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random  violence  and  male  dominance. 

Though  no  evidence  whatsoever  exists,  fetal  testosterone  has  been 
recently  credited  by  a  noted  neurologist  with  inhibiting  fetal  devel- 
opment of  the  left  brain  hemisphere,  resulting  in  right  hemispheric 
dominance  in  males35  and  "superior  right  hemisphere  talents,  such  as 
artistic,  musical,  or  mathematical  talent."36  Consonant  with  a  2,000- 
year  legacy,  women,  without  adequate  testosterone,  are  incomplete, 
deprived,  mutilated. 

Finally,  in  the  1980s,  neuroscientists  have  returned  to  measuring 
brain  structures  in  the  hopes  of  finding  the  structural  basis  in  the  brain 
for  presumed  gender-associated  differences  in  cognitive  functions.  This 
has  become  a  ruling  paradigm  in  the  neurosciences.  There  is  no  doubt 
in  my  mind  that  the  intense  interest  over  the  past  two  decades  in 
finding  gender-related  differences  in  the  brain  and  in  cognitive  abilities 
is  directly  related  to  the  contemporary  women's  movement,  a  re- 
sponse and  reaction  to  women's  moving  out  of  traditional  roles  and 
responsibilities  of  service  to  men  and  into  male  spheres  of  intellectual, 
professional  and  political  accomplishments. 

The  focus  has  been  mainly  on  the  question  of  hemispheric  laterali- 
zation in  cognitive  processing.  The  dominant  theory  holds  that  women 
tend  to  use  both  hemispheres  in  the  processing  of  visuospatial  infor- 
mation, whereas  men  are  more  lateralized  to  the  right  hemisphere.  In 
spite  of  the  absence  of  any  evidence  whatsoever,  the  dominant  theory 
assumes  that  right  hemispheric  lateralization  of  visuospatial  function- 
ing is  superior  to  bilateral  processing  of  visuospatial  information.  As  is 
usual,  the  assumption  is  that,  however  it  is  that  women  are,  it  is  the 
inferior  way  to  be.  The  emphasis  is  on  visuospatial  ability  since  it  is 
seen  as  especially  critical  for  success  in  such  fields  as  science,  mathe- 
matics and  engineering  —  the  areas  that  are  and  have  been  male 
preserves. 

A  major  problem  in  the  enterprise  of  finding  biological  bases  in  the 
brain  for  presumed  gender  differences  either  in  cognitive  abilities  or 
in  hemispheric  lateralization  of  cognitive  processes  is  that  the  exist- 
ence itself  of  such  differences  is  questionable  and  highly  controversial, 
as  at  least  five  recent  reviews  document  in  great  detail.37-41  They  show 
that  the  body  of  literature  on  gender  differences  in  spatial  ability  is 
seriously  flawed,  that  as  many  published  studies  find  no  gender  differ- 
ences as  do  find  them,  and  that  a  fair  proportion  of  studies  finding  no 
gender  differences  is  never  published.  The  variation  within  each  sex 
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is  far  greater  than  the  variation  between  them,  and.  thus,  make  s  vir 
tually  meaningless  the  concept  of  gender  or  sex  difference.  In  his 
review  of  the  literature  on  cognitive  sex  differences,  Hugh  fair- 
weather  (1976),  a  leader  in  the  field,  concluded,  "It  must  be  stressed, 
finally,  that  the  majority  of  studies  reviewed  here  and  elsewhere  are 
both  ill-thought  and  ill-performed.  .  .  .  We  cannot  pretend  that  we  are 
testing  a  theory  of  sex  differences,  since  at  present  none  can  exist 

I  want  to  review,  as  an  exemplary  modern  case  study  of  the  biolog- 
ical construction  of  women's  inferiority,  one  particular  paper  because 
its  purported  finding  of  the  first  structural  sex  difference  in  the  human 
brain  was  rapidly  incorporated  into  the  neuroscientific  literature  as  an 
established  fact  despite  its  many  scientific  flaws  that  resemble  those 
of  the  previous  two  millennia  in  their  crudeness  and  their  appeal  to 
faith  in  first  principles  (also  known  as  unsuppor table  assumptions). 

The  study  reported  in  Science  in  1982  a  larger  and  more  bulbous 
splenium  of  the  corpus  callosum  in  women.41  (The  corpus  callosum 
is  in  the  brain  of  all  mammals  and  is  a  sheet  of  nerve  fibers  or  axons, 
the  long  processes  of  neurons  that  make  functional  connections  with 
other  neurons  in  the  transmission  of  information,  connecting  the  two 
hemispheres.  Viewed  from  the  midline,  the  callosum  is  a  clearly  delin- 
eated structure  and  the  portion  toward  the  back  of  the  brain  is  known 
as  the  splenium). 

The  study  was  based  on  only  fourteen  brains  (nine  male,  five  female) 
obtained  at  autopsy,  with  no  specification  of  age  of  patients,  cause  of 
death,  or  mode  of  selection  of  the  particular  fourteen  brains  from  all 
available  autopsy  specimens.  These  important  methodological  ques- 
tions were  particularly  troublesome  since,  first,  the  authors  stated  that 
they  undertook  measurements  of  the  callosum  after  the  "serendipi- 
tous" observation,  in  the  course  of  examining  many  brains  for  other 
purposes,  of  a  sex  difference  in  the  shape  of  the  splenium;  second,  the 
reported  distribution  of  values  for  splenial  maximum  width  for  males 
and  females  was  completely  bimodal  —  i.e.,  mutually  exclusive  —  a 
statistical  improbability  for  any  biological  parameter  (except  repro- 
ductive) in  randomly  selected  populations  of  males  and  females;  and, 
finally,  the  authors  attributed  "wide-ranging  implications  for  students 
of  human  evolution,  as  well  as  for  neuropsychologists  in  search  of  an 
anatomical  basis  for  possible  gender  differences  in  the  degree  of  cer- 
ebral lateralization,"44  an  overblown  interpretation  for  a  study  based 
on  only  fourteen  brains  and  with  a  reported  sex  differences  in  the  area 
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of  the  posterior  fifth,  defined  by  the  authors  to  be  representative  of 
the  splenial  surface  area,  that  was  not  statistically  significant  (P  = 
0.08).  Now,  in  order  to  make  a  bulbous  splenium  the  "anatomical  basis 
for  gender  differences  in  the  degree  of  lateralization,"  the  authors  made 
certain  specific  assumption,  for  which  there  is  absolutely  no  evidence: 
that  size  of  splenium  reflects  the  number  of  axons  passing  through  it 
and  that  splenial  size  is  directly  related  to  the  degree  of  symmetry  of 
hemispheric  functioning.  Thus,  on  the  basis  of  a  series  of  unsupported 
assumptions,  the  authors  speculate  that  their  "results  are  congruent 
with  a  recent  neuropsychological  hypothesis  that  the  female  brain  is 
less  well  lateralized — that  is,  manifests  less  hemispheric  specialization 
—  than  the  male  brain  for  visuospatial  functions."  With  the  suggestive 
phrasing,  "less  hemispheric  specialization,"  the  authors  leave  it  to  the 
reader  to  draw  the  obvious  implication  that  they  have  found  the 
biological  basis  for  the  presumed  inferiority  of  girls  and  women  for 
visuospatial  functions. 

With  all  its  basic  scientific  flaws  —  an  unstated  methodology  in 
sample  selection  and  an  unacceptable  sample  size,  unsupportable  as- 
sumptions leading  to  overblown  interpretations,  a  "finding"  without  a 
mimimum  standard  of  statistical  acceptability  —  Science  found  this 
paper  important  enough  to  publish.  That  the  flawed  methodology  of 
the  study  produced  flawed  results  has  been  amply  demonstrated  by 
the  failure  of  four  subsequent  studies  independently  to  confirm  the 
finding  of  a  gender-related  dimorphism  in  the  splenium.45"48  (Bleier  et 
al.,  1986;  Demeter  et  aL,  1985;  Weber  and  Weis,  1986;  Witelson, 
1985b). 

In  the  light  of  what  is  known  today  about  the  corpus  callosum  and 
cognitive  functions  in  general,  it  is  not  possible  to  correlate  callosal 
size  or  shape  with  any  cognitive  functions.  Nothing  is  known  about 
the  significance,  if  any,  of  the  enormous  individual  variations  that  exist 
among  corpora  callosa,  nor  is  there  any  knowledge  about  the  functions 
of  the  callosum  in  cognitive  processes,  or,  of  course,  what  relationship 
there  might  be,  if  any,  between  variations  in  callosal  size  and  shape 
and  variations  in  cognitive  functioning. 

Furthermore,  with  all  the  insights  into  how  individual  neurons  proc- 
ess information  from  the  outside  world — like  sound  or  light  waves — 
there  is  a  huge  and  possibly  unbridgeable  gap  between  that  kind  of 
knowledge  and  an  understanding  of  such  profound  questions  as  how 
do  we  think,  what  are  the  processes  of  learning  and  memory,  what  is 
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consciousness,  what  brain  structures  or  processes  account  for  intelli- 
gence or  for  genius  or  for  great  ability  in  math  or  music.  That  is,  it  w  e 
had  Einstein's  or  Mozart's  brain  to  analyze,  we  would  not  even  know 
what  questions  to  ask  of  it  or  where  to  look  or  how  to  go  about  finding 
the  site  of  either  one's  genius.  In  the  light  of  this  profound  ignorance 
about  the  most  basic  elements  of  human  cognition,  it  is  utterly  ludi- 
crous to  claim  any  particular  cognitive  significance  whatsoever  for 
any  characteristics  of  the  corpus  callosum.  The  attempt  to  correlate 
callosal  morphology  with  cognitive  functioning  is  reminiscent  of  the 
efforts  of  nineteenth-century  craniology  to  find  significance  in  the  size 
and  shape  of  the  bumps  on  the  human  skull.  Measuring  bumps  on  the 
corpus  callosum  will  not  bring  us  any  closer  to  the  truths  of  human 
intelligence.  We  are  still  mired  in  the  naive  hope  that  we  can  find 
something  that  we  can  see  and  measure  and  it  will  explain  everything. 
It  is  bad  science  in  the  service  of  ideology. 

I  have  drawn  a  very  negative  and  depressing  portrait  of  science  and 
medicine,  of  scientists  and  physicians  using  their  presumed  knowledge 
and  authority  to  deny  woman  her  full  personhood.  It  is  a  negative  and 
depressing,  often  foolish,  litany  of  women's  biological  inferiority:  the 
construction  of  Woman  as  limited  by  her  biology  to  the  performance 
of  only  those  tasks  that,  by  some  coincidence,  our  society  had,  already 
and  long  ago,  assigned  her.  It  is  a  story  of  society,  through  its  scientists 
and  physicians,  struggling  to  preserve  the  gendered  status  quo  and  to 
legitimize  it  as  natural  and  unchangeable. 

It  leaves  us  with  a  number  of  important  questions  to  ask  and  attempt 
to  answer:  How  can  it  be  that  some  of  the  great  minds  in  science  and 
medicine — Aristotle,  Hippocrates,  Darwin,  Broca,  Vogt,  Freud — bril- 
liant in  their  abilities  to  see  and  conceptualize,  not  only  were  blind 
on  the  subject  of  women  and  gender  but  violated  their  own  standards 
of  intellectual  rigor  by  concocting  facts  to  fit  their  theories?  How 
could  they  not  see  the  elementary  and  obvious  connection  between 
the  inferiorities  in  women's  accomplishments  that  they  described 
compared  with  those  of  men  and  their  own  refusal  to  allow  women 
to  be  educated  and  to  be  free  to  develop  their  potential  for  such 
accomplishments?  Or  is  it  the  point  that  they  did  indeed  see  and  did 
very  well  understand  the  implications  of  what  they  saw  and  what  they 
had  to  say? 

If  this  is  true,  what  does  this  tell  us  about  science  and  medicine  and 
knowledge  in  general  that  can  be  so  shaped  and  distorted  by  cultural 
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bias  and  ideology  and  the  self-interests  of  scholars?  It  certainly  tells 


that  we  have  inherited  an  enormous  and  enduring  edifice  of  male- 
constructed  knowledge  about  Woman,  an  edifice  designed  and  des- 
tined to  serve  as  the  ideological  framework  for  a  set  of  social  relations 
and  a  system  of  power  and  privilege  based  on  a  sexual  and  gendered 
hierarchy  known  as  patriarchy. 

Hut  there  is  the  other  side  to  this  story.  Clearly  there  have  always 
been  women — many  women — who  have  been  impelled  by  their  own 
energies,  intelligence  and  aspirations  toward  their  own  denned  goals, 
who  were  not,  in  themselves,  defeated  by  the  weight  and  power  of 
patriarchal  authority  and  institutions  and  ideologies.  Were  that  not 
the  case,  there  would  have  been  no  need  for  the  constant  exertions 
and  impositions  of  that  authority  through  institutions  and  ideologies, 
of  which  science  and  medicine  have  been  an  important  part. 

It  is  possible  that  the  game  is  up.  Not  only  are  women  in  increasing 
numbers  ignoring  or  violating  the  "natural  order"  of  things  but  they 
are  also  beginning  to  catch  on  to  the  social  values  and  subjective 
meanings  built  into  scientific  truths.  Both  women  and  science  will  be 
the  better  for  such  change. 
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J.  WOODROW  SAVACOOL 

Honor  a  physician  according  to  thy  need  of  him  with  the  honors 
due  unto  him,  for  verily  the  Lord  hath  created  him.  For  from  the  most 
high  cometh  healing  and  from  the  king  he  shall  receive  a  gift.  The  skill 
of  a  physician  shall  lift  up  his  head  and  in  the  sight  of  great  men,  he 
shall  he  admired.  The  Lord  created  medicines  out  of  the  earth  and  a 
prudent  man  will  have  no  disgust  at  them.  And  he  gave  men  skill  that 
they  might  be  glorified  in  his  marvellous  works.  With  them  doth  he 
heal  a  man  and  taketh  away  his  pain.  With  these  will  the  apothecary 
make  a  confection  and  his  works  shall  not  be  brought  to  an  end.  And 
from  him  is  peace  upon  the  face  of  the  earth.  My  son,  in  thy  sickness 
be  not  negligent  but  pray  unto  the  Lord  and  he  shall  heal  thee.  Put 
away  wrong  doing  and  order  thine  hands  aright,  and  cleanse  thine 
heart  from  all  manner  of  sin.  Then  give  place  to  the  physician,  for 
verily  the  Lord  hath  created  him;  and  let  him  not  go  from  thee,  for 
thou  hast  need  of  him.  There  is  a  time  when  in  their  very  good  hands 
is  the  issue  for  good.  For  they  also  shall  beseech  the  Lord,  that  he  may 
prosper  them  in  giving  relief  and  in  healing  for  the  maintenance  of 
life. 

Ecclesiasticus  38,  vs.  1-14 
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Sketch  of  Dr.  Benjamin  Rush 


WHITFIELD  J.  BELL,  JR 

Benjamin  Rush,  as  this  ceremony  fully  demonstrates,  has  not  wanted 
for  remembrance  and  honor  by  the  medical  profession.  As  a  member 
of  the  first  faculty  of  the  first  medical  school  in  North  America,  he 
taught  thousands  of  students  during  a  career  of  more  than  forty  years; 
wrote  on  a  score  of  topics  in  medicine,  including  old  age;  and  is  hailed 
as  the  father  of  American  psychiatry.  And  if  he  is  best  —  or  rather, 
notoriously  —  known  for  his  sanguinary  prescriptions  in  the  yellow 
fever,  he  was  also  admired  and  praised  for  his  unselfish,  heroic  care  of 
his  patients  in  the  epidemics  of  that  disease. 

But  Rush's  career  and  contributions  went  beyond  medicine  and 
deserve  no  less  to  be  remembered.  Stimulated  by  the  great  public 
events  of  his  generation,  he  proposed  and  promoted  a  dozen  schemes 
to  improve  and  perfect  men  and  society.  In  these  endeavors  he  dis- 
played much  of  the  best  in  the  American  national  character  and  aspi- 
rations. 

Throughout  his  life  he  was  a  reformer.  As  early  as  1772,  when  he 
was  twenty-six,  he  wrote  a  recommendation  of  temperance  in  eating 
and  drinking  and  of  physical  exercise;  and  he  remained  an  unremitting 
foe  of  distilled  liquors,  urging  his  fellow  citizens  to  refresh  themselves 
instead  with  beer  or  cider,  which  he  called  "Federal  drinks."  He  was, 
of  course,  an  opponent  of  slavery,  supported  the  Pennsylvania  aboli- 
tion acts  of  1780  and  1788,  and,  as  a  practical  means  of  undermining 
the  economic  base  of  slavery,  promoted  the  manufacture  and  con- 
sumption of  maple  sugar  (the  product  of  free  labor  in  the  North) 
instead  of  cane  sugar  (raised  and  harvested  by  Negro  slaves).  He 
opposed  capital  punishment,  which  he  called  murder,  and  also  the 
current  practice  of  public  punishments. 

Appreciating  that  the  new  American  republic  could  succeed  only  if 
its  citizens  were  educated,  Rush  worked  unceasingly  in  that  cause.  He 
was  full  of  ideas  about  the  content  and  methods  of  education;  he  was 
the  principal  founder  of  two  colleges — Dickinson  and  Franklin  (and 
Marshall)  in  Pennsylvania — and  sketched  a  national  system  of  colleges 
and  state  universities,  with  a  national  university  at  the  top,  where 
young  men  would  be  trained  for  public  service.  Women,  he  believed, 
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must  also  be  well  educated:  he  was  a  trustee  of  the  Young  Ladies' 
Academy,  where  he  lectured  to  the  students  on  science  and  chemistry. 

It  is  easy  to  fault  him.  He  wrote  too  much  too  hastily.  He  was  too 
often  carried  away  by  enthusiasm  (but  they  were  generous  enthusi- 
asms). Like  many  liberal-minded  reformers,  he  could  be  self-righteous, 
self-pitying,  intolerant  of  opposition.  Yet  he  was  a  patriot,  a  lover  of 
his  country  and  of  what  his  country  might  be.  He  knew  that  America's 
strength  lay  not  alone  (or  even  primarily)  in  armed  might,  but  in  the 
character  of  its  citizens,  their  self-discipline  and  sense  of  public  obli- 
gation. Indeed,  he  suggested  that,  as  the  government  had  a  War  De- 
partment, it  should  also  have  a  Peace  Department. 

It  is  therefore  entirely  proper  that  we  praise  him  here  today.  But  let 
two  men  who  knew  him  well  have  the  last  word. 

"A  better  man  than  Rush  could  not  have  left  us,"  wrote  his  friend 
Thomas  Jefferson  on  receiving  news  of  Rush's  death,  "more  benevo- 
lent, more  learned,  of  finer  genius,  or  more  honest."  To  which  John 
Adams  replied,  "I  know  of  no  character  living  or  dead,  who  has  done 
more  real  good  in  America." 
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The  Bicentennial  of  the  College  of  Physicians 
of  Philadelphia 

LEWIS  L.  CORIELL 

It  is  appropriate  that  we  gather  together  today  to  rededicate  the 
grave  of  Dr.  Benjamin  Rush  in  this  bicentennial  year  of  the  College  of 
Physicians  of  Philadelphia.  Dr.  Rush  helped  to  create  this  society  of 
concerned  physicians,  and  to  set  it  on  its  path  with  the  mission  of 
advancing  medical  science,  promoting  high  ethical  standards  in  the 
profession,  encouraging  the  exchange  of  medical  information  and  act- 
ing as  a  guardian  of  the  public  welfare.  These  goals,  so  vital  and  relevant 
in  1 787,  remain  so  today. 

Medicine  and  society  have  changed  dramatically  over  the  past  two 
hundred  years.  The  yellow  fever  epidemics  that  swept  through  the 
city  are  gone.  But  new  epidemics  are  with  us.  Medical  education  has 
changed  from  apprenticeship  to  extended  periods  of  university  and 
clinical  training.  But  the  need  for  continuing  education,  to  keep  up 
with  the  latest  discoveries,  remains.  The  collection  and  preservation 
of  medical  knowledge  was  an  early  goal  of  the  college,  which  opened 
a  library  after  receiving  a  gift  of  sixteen  books.  Today,  the  library  holds 
countless  volumes  and  serves  the  medical  and  lay  public  in  ways  the 
founders  could  never  have  envisioned.  Rush,  an  outstanding  scholar 
and  humanitarian,  knew  the  value  of  medical  history.  Today,  the  col- 
lege contains  an  institute  dedicated  to  interpreting  contemporary  is- 
sues in  historical  perspective. 

Thus  the  college  of  physicians,  after  200  years  of  service,  is  fulfilling 
the  aims  of  its  founders  and  providing  medical,  educational  and  cul- 
tural services  its  early  leaders  could  not  begin  to  imagine.  In  short, 
the  College  of  Physicians  of  Philadelphia  is  an  institution  with  a  proud 
history  and  a  promising  future.  Its  first  two  centuries  have  been  marked 
by  challenges  and  achievements  that  would  make  Dr.  Rush  very  proud. 

By  rededicating  his  grave  site,  we  reaffirm  our  commitment  to  the 
noble  humanitarian  and  scientific  goals  he  espoused  200  years  ago. 
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Our  new  federal  government  is  very  acceptable  to  a  great  majority 
of  our  citizens  and  will  certainly  be  adopted  immediately  by  nine  and 
in  the  course  of  a  year  or  18  months  by  all  the  States.  When  this  shall 
happen,  then  to  be  a  citizen  of  the  United  States  with  all  its  conse- 
quences will  be  to  be  a  citizen  of  the  freest,  purest,  and  happiest 
government  upon  the  face  of  the  earth.  It  contains  all  the  theoretical 
and  practical  advantages  of  the  British  Constitution  without  any  of  its 
defects  or  corruptions.  While  the  nations  of  Europe  have  waded  into 
order  through  seas  of  blood,  you  see  we  have  traveled  peaceably  into 
order  only  through  seas  of  blunders. 

Benjamin  Rush,  M.D.,  letter  to  John  Coakley  Lettsom,  Philadelphia,  December  28, 
1787,  p.  443.  From  Letters  of  Benjamin  Rush,  edited  by  L.  H.  Butterfield,  Volume 
1,  1761-1792.  The  American  Philosophical  Society,  1951. 


294 


REVIEW 


SANDBLOM,  PHILIP  Creativity  and  Disease.  How  it  Affects 
Literature,  Art  and  Music.  Third  Edition.  143  pp.,  illus.  Philadelphia: 
George  F.  Stickley  Co.,  1987.  Priee  $18.95. 

Reviewed  by  JONATHAN  E.  RHOADS 

Creativity  and  Disease  could  have  been  written  by  no  one  I  know 
except  Philip  Sandblom.  The  author  is  a  Swedish  surgeon  who  has 
had  three  distinct  careers,  in  each  one  of  which  he  has  been  conspic- 
uously successful.  As  a  young  surgeon  he  studied  the  healing  of  wounds 
and  made  the  important  observation  that  the  latent  period  of  wound 
healing  could  be  shortened  by  a  previous  wound  correctly  timed.  He 
became  the  Professor  of  Surgery  at  the  University  of  Lund.  Later  he 
devoted  himself  professionally  to  the  study  of  the  biliary  tract  and  to 
the  causes  and  treatment  of  bleeding  from  the  liver.  He  coined  the 
term  "hemobilia"  and  drew  together  his  observations  and  experience 
in  an  important  monogram  on  this  subject. 

His  second  career  was  as  Rector  Magnificat  (roughly  the  Swedish 
equivalent  of  President)  of  the  University  of  Lund.  As  such  he  guided 
the  University  through  a  vast  expansion  that  perhaps  tripled  the  num- 
ber of  students  it  served. 

His  third  career  was  as  a  critic  and  lover  of  art,  which  he  began  as 
a  very  young  man  and  continued  into  his  maturity.  He  and  his  wife 
and  constant  companion,  Grace,  developed  one  of  the  finest  private 
collections  in  western  Europe  with  special  emphasis  on  the  French 
Impressionists. 

In  this  small  volume  he  displays  a  profound  knowledge  of  the  per- 
sonal lives,  writings  and  utterances  of  a  great  number  of  artists.  He 
also  reveals  a  deep  understanding  of  composers,  playwrights,  novelists 
and  poets  and  of  the  personal  lives  of  many  of  them.  From  this  wealth 
of  knowledge  he  evokes  an  impressive  grasp  of  the  interrelations  of 
illness  and  art.  He  traces  the  great  range  of  reactions  of  artists  and 
writers  to  their  illnesses  and  to  their  physicians,  concluding  as  follows: 

It  seems  that  the  urge  and  endeavor  to  achieve  an  original  creation,  to 
immortalize  a  personal  conception,  may  overcome  even  extreme  mor- 
bidity. In  great  artists,  the  passion  to  create  generates  a  will  power,  strong 
enough  to  defeat  the  worst  disease. 
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The  Third  Edition  not  only  refines  the  earlier  editions  but  adds 
more  illustrations  and  important  revisions  of  the  text.  It  combines 
objectivity  and  sensitivity  so  beautifully  that  such  a  work  would  en- 
dow Philip  Sandblom  with  success  achieved  in  the  fourth  career  — 
that  of  a  writer.  With  its  carefully  selected  illustrations,  many  in  color, 
it  is  a  joy  to  read. 

Hospital  of  the  University  of  Pennsylvania 
3400  Spruce  Street 
Philadelphia,  PA  19104 
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WEAR,  A.,  FRENCH,  R.  K.,  and  LONIE,  I.  M.,  cds.  The  Medical 
Renaissance  of  the  Sixteenth  Century.  349  pp.  Cambridge,  England: 
Cambridge  University  Press,  1985.  Priee  $59. 50. 

Reviewed  by  JAMES  T.  GOODRICH 

This  work,  which  came  about  as  a  result  of  a  conference  in  (  am 
bridge,  England,  on  sixteenth-century  medicine,  was  written  by  some 
of  the  scholars  who  took  part.  The  text  is  eminently  readable  and 
contains  a  great  deal  of  interesting  new  information. 

Charles  B.  Schmitt,  for  example,  in  "Aristotle  Among  the  Physicians," 
examines  the  question  as  to  how  sixteenth-century  philosopher-phy- 
sicians viewed  their  various  contributions.  Earlier,  the  doctrines  of 
Aristotle  had  been  assimilated  into  Western  medical  thinking.  This  had 
followed  the  previous  approach  of  the  Salerno  method,  which  had 
been  more  practical  as  distinct  from  the  "refinements"  of  philosophy. 
From  the  thirteenth  through  the  seventeenth  centuries  scholars  in 
Bologna  and  Padua  viewed  philosophy  as  a  useful  discipline  for  phy- 
sicians in  training  and  turned  to  the  w  ritings  of  Taddeo  Alderotti  (1215 
-1295)  and  Pietro  D'Abano  ( 1277  -  1315).  In  his  book,  The  Concil- 
iator, D'Abano  cited  the  value  of  logic,  natural  philosophy  and  astrol- 
ogy, intimating  that  natural  philosophy,  in  providing  theoretical 
knowledge,  strengthened  the  physician's  hand  in  treatment.  Ubi  enim 
desinit physicus,  ibi  medicus  incipit  (Where  the  natural  philosopher 
finishes,  there  begins  the  physician). 

The  report  that  follows  by  Dr.  Nancy  Sirasi  analyses  sixteenth-cen- 
tury Eatin  editions  of  The  Canon  of  Medicine  by  Avicenna,  which  had 
appeared  in  at  least  sixty  partial  or  complete  editions  between  1 500 
and  1674.  In  both  chronology  and  content  these  reflect  changing  views 
of  Avicenna.  Dr.  Sirasi  suggests  that  Italian  editors  shared  several  com- 
mon goals — to  present  the  Canon  pragmatically,  in  a  way  that  would 
be  of  use  to  students  and  teachers  of  the  period  and  to  bring  human- 
istic concepts  to  bear  on  the  work.  Particularly  interesting  is  the 
gradual  shift  in  editors'  views  from  early  adulation  to  citations  of 
"Avicenna's  errors"  while  attempting  to  reconcile  tradition  with  in- 
novation in  evaluating  this  great  prince  of  physicians. 

I  particularly  enjoyed  an  essay  by  Dr.  French  on  Berengario  da 
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Carpi,  whose  text,  while  lacking  elusive  commentary,  yet  dealth  firmly 
with  basics.  The  essay  gives  us  a  vivid  picture  of  what  the  study  of 
anatomy  was  like  in  Padua  before  the  days  of  Berengario,  together 
with  a  discussion  of  Hellenistic  teaching  and  Berengario's  introduction 
of  "secundum  manuelem  operationem"  or  anatomy  conducted  by  hand. 
Implicit  here  was  a  questioning  of  authority,  e.g.,  Galen.  Berengario, 
in  commentary  format,  presented  his  views  on  the  anatomical  design 
using  nothing  more  than  practical  logic  in  the  form  of  "demonstra- 
tions." 

Continuing,  Dr.  French  considers  Berengario's  Commentary  on 
Modinus,  the  first  printed,  illustrated  anatomical  text  of  any  length, 
reflecting  the  author's  concept  of  "anatomia  sensibilis"  or  anatomy  of 
visible  things,  the  need  for  sensory  experience  or  simple  anatomical 
illustration.  How,  for  example,  could  the  shape  of  a  vertebral  body  be 
described  with  words  alone?  This  work  clearly  puts  Berengario  among 
the  major  contributors  to  the  pre-Vesalian  era  of  anatomical  pedagogy. 

Dr.  V.  Nutton's  essay,  "Humanistic  Surgery,"  begins  with  an  interest- 
ing statement.  "The  modern  historiography  of  renaissance  surgery 
resembles  a  moral  fable  concocted  out  of  ignorance  and  tralatitian 
prejudice."  It  was  Dr.  Nutton's  view  that  during  this  period  the  gulf 
between  physician  and  surgeon  was  not  as  wide  as  has  been  supposed, 
the  surgical  text  of  the  Hippocratic  Corpus  having  become  available 
in  the  latter  third  of  the  sixteenth  century  and  having  become  the 
standard  in  the  university  milieu.  The  author  also  reports  that  Galen's 
surgical  works  had  only  recently  been  translated.  Enthusiasm  for  him 
had  apparently  begun  to  wane,  based  on  the  observation  that  the 
deeper  one  explored  his  texts  the  more  one  came  upon  unopened 
pages  and  fewer  marginal  notes.  Despite  this,  the  reintroduction  of 
the  classical  text  provided  some  new  material  for  the  would-be  sur- 
geon. 

The  paper  by  Dr.  Iain  Lonie,  "Paris  Hippocratic,"  examines  the 
academics  of  that  city  in  the  second  half  of  the  sixteenth  century, 
members  of  one  of  the  most  influential  teaching  centers  in  the  Western 
world.  Authorities  such  as  Duret,  Jacques  Houllier  and  Guillaime  De 
Baillou,  deeply  influenced  by  the  "Doctrina  Hippocratica,"  set  the  tone 
for  Paris  medicine. 

An  instructive  report  by  Dr.  Luis  Garcia-Ballester  dealt  with  the 
Morisco  Practitioners,  a  sixteenth-century  Spanish  group,  a  subculture 
of  Moors  converted  to  Catholicism  about  1 500.  This  led  to  an  inter- 
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esting  fusion  of  Arabic  Medicine  with  Galenism  which,  unfortunately, 
declined  into  quackery  and  inferior  standards  of  Learning. 

In  conclusion,  I  recommend  this  thoughtful  and  well  written  sum 
mary  of  medical  thinking  in  the  sixteenth  century.  I  he  articles  are. 
without  exception,  well  done,  and  it  is  a  pleasure  to  see  such  accounts 
emerge  from  a  conference.  My  only  criticism  is  of  the  book's  unin- 
spired format.  It  is  surprising  to  see  hardcovers  laminated  with  clear 
plastic  presented  by  one  of  the  world's  most  respected  presses.  Con- 
sidering the  price  of  the  book,  a  better  binding  would  have  been  highly 
appropriate. 

Department  of  Neurological  Surgery 
Monteliore  Medical  Center 
Albert  Einstein  College  of  Medicine 
Bronx,  New  York  10467 
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1906-1987 

JONATHAN  E.  RHOADS 

Dr.  Julian  Johnson  died  on  March  1,  1987,  at  Waverly  Heights,  the 
retirement  community  to  which  he  had  moved  the  previous  year. 

He  was  one  of  six  children  of  a  Baptist  minister  who  served  several 
congregations.  He  attended  Maryville  College  in  Tennessee,  where 
he  met  his  future  wife,  also  the  child  of  a  minister,  then  moved  to 
Philadelphia  to  attend  the  School  of  Medicine  at  the  University  of 
Pennsylvania,  where  he  was  elected  to  Alpha  Omega  Alpha.  Following 
graduation  in  1931,  he  took  a  two-year  rotating  internship  at  the 
Hospital  of  the  University  of  Pennsylvania.  It  was  his  desire  to  be  a 
surgeon;  but,  as  there  was  no  opening  in  the  Fellowship  Program  in 
general  surgery  that  year,  he  accepted  an  appointment  as  the  Thyroid 
Fellow  on  the  service  of  Dr.  Charles  Frazier  while  attending  as  well 
the  patients  of  Dr.  I.  S.  Ravdin,  who  had  a  rather  limited  general 
surgical  service  at  that  time.  It  had  been  agreed  that  he  would  have 
his  fellowship  with  Dr.  E.  L.  Eliason,  on  whose  service  he  spent  the 
ensuing  five  years  at  the  Hospital  of  the  University  of  Pennsylvania. 
Arrangements  had  been  made  for  those  Fellows  who  wished  to  com- 
plete work  for  the  Doctor  of  Medical  Science  degree  in  the  Graduate 
School  of  Medicine.  He  completed  this  with  a  comprehensive  thesis 
on  the  Physiology  of  the  Liver  and  Biliary  Tract. 

It  was  my  privilege  as  his  intern  to  assist  him  at  his  first  thyroidec- 
tomy, during  which  I  said  to  myself  that  he  did  a  better  operation  than 
most  of  the  senior  members  of  the  staff.  He  was,  indeed,  a  natural 
surgeon  with  extraordinary  coordination  of  mind  and  hand.  He  was 
assigned  responsibility  for  the  thoracic  surgical  service  at  the  comple- 
tion of  his  residency  and,  except  for  the  years  1942  to  1946  when  he 
was  on  active  duty  in  the  Army,  he  ran  this  service  until  he  retired  in 
1972. 

There  were  many  innovators  in  the  field  of  thoracic  surgery  at  the 
time,  and  a  few  of  them  seemed  to  feel  it  more  important  to  do 
something  new  than  to  offer  their  patients  the  advice  and  services  that 
would  have  been  most  certainly  in  the  patient's  interest.  Julian  Johnson 
never  succumbed  to  this  temptation  and,  in  commenting  on  one  of 
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these  individuals  years  later,  he  explained  to  me  that  you  can't  both 
fly  high  and  keep  your  feet  on  the  ground.  He  kept  his  feel  on  the 
ground  and  progressively  reduced  mortality  rates  in  pulmonary  and 
cardiac  surgery. 

Dr.  Johnson  was  essentially  a  self-taught  cardiothoracic  surgeon, 
since  neither  Dr.  Frazier  nor  Dr.  Eliason  was  much  involved  with 
thoracic  surgery.  At  the  end  of  his  period  of  formal  training  in  general 
surgery  he  went  to  Boston,  where  he  watched  Dr.  Edward  Churchill 
at  the  Massachusetts  General  Hospital  and  Dr.  Richard  Overholt,  for- 
merly a  trainee  of  Dr.  George  Mueller  at  the  Hospital  of  the  University 
of  Pennsylvania,  who  was  then  doing  a  great  deal  of  thoracic  surgery 
at  the  Lahey  Clinic.  He  also  visited  Montreal  and  observed  the  work 
at  the  Royal  Victoria  Hospital.  On  returning  home,  he  undertook  to 
do  lobectomies,  pneumonectomies,  thoracoplasties,  and  the  drainage 
of  empyemas  and  of  lung  abscesses.  In  his  first  thirty  pneumonecto- 
mies, he  had  only  one  death,  establishing  a  lower  mortality  rate  than 
any  of  the  series  then  reported  around  the  country. 

Dr.  Johnson  very  early  undertook  intrathoracic  operations  for  mitral 
stenosis.  In  citing  Charles  Bailey,  who  was  one  of  the  pioneers  in  this 
field,  he  said  that,  in  the  use  of  various  instruments  that  were  plunged 
through  the  left  ventricular  wall  and  then  expanded  in  the  mitral  valve, 
he  had  become  convinced  that  resulting  incompetence  of  the  valve 
was  seldom  more  beneficial  than  the  original  stenosis  and  that  he  had 
finally  given  up  such  efforts.  He  credited  Bailey  with  having  thought 
of  opening  the  valve  at  the  commissures  by  actually  introducing  his 
finger  through  the  auricle.  He  went  on  to  repair  coarctations  of  the 
aorta  and  to  ligate  the  patent  ductus  arteriosus.  On  one  memorable 
morning,  while  televising  an  operation  from  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  to  the  Convention  Center  for  the  American 
College  of  Surgeons,  he  exposed  the  ductus  and  explained  to  the 
audience  that  this  was  the  point  at  which  there  was  danger  that  the 
ductus  might  rupture,  at  which  point  this  accident  occurred.  He  very 
quickly  clamped  the  torn  edges  of  the  ductus  and  oversewed  them,  to 
the  admiration  of  the  audience  for  his  coolness  and  effectiveness. 
When  the  operation  of  Blalock  and  Taussig  for  children  suffering  from 
the  tetralogy  of  Fallot  was  introduced,  he  mastered  the  technique,  and 
Dr.  Blalock  referred  many  local  patients  to  him.  He  corrected  diseased 
valves,  inserted  artificial  valves  as  they  were  developed  and  remained 
in  the  vanguard  of  thoracic  and  cardiac  surgery  up  to  the  time  when 
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bypass  grafts  were  developed.  At  this  point  he  encouraged  his  senior 
colleague,  Dr.  Horace  MacVaugh,  to  assume  the  main  responsibility 
for  developing  this  field  at  the  Hospital  of  the  University  of  Pennsyl- 
vania. During  the  period  before  his  retirement  he  was  one  of  only  two 
or  three  of  the  original  group  of  American  surgeons  to  develop  tho- 
racic surgery  who  was  still  active  in  the  field. 

Dr.  Johnson  was  firmly  of  the  belief  that,  to  be  a  good  surgeon,  one 
should  be  a  good  physician  and  that  to  be  a  good  cardiothoracic 
surgeon,  one  should  be  a  good  general  surgeon.  He  remained  a  most 
effective  teacher  in  general  surgery  and  played  an  important  role  in 
the  training  of  all  the  general  surgeons  at  his  hospital. 

His  professional  status  was  early  and  widely  recognized.  He  was 
chosen  vice-president  of  the  American  Surgical  Association  in  1955; 
was  elected  president  of  the  Society  for  Vascular  Surgery  in  I960,  and 
in  1962  was  elected  president  of  the  American  Association  for  Tho- 
racic Surgery,  the  highest  honor  that  can  come  to  a  man  in  this  disci- 
pline. He  was  president  of  the  Philadelphia  Academy  of  Surgery  for 
two  terms  beginning  in  1970.  He  earned  a  reputation  of  being  a  tough 
taskmaster  in  the  hospital,  expecting  perfection  from  his  surgical  team 
and  convinced  that  his  residents  should  foresee  problems  before  he 
did.  He  was  noted  for  being  able  to  foresee  difficulties,  and  here  it  was 
hard  to  keep  up  with  him.  He  attracted  and  trained  a  long  series  of 
extremely  able  residents  in  cardiothoracic  surgery  and  general  sur- 
gery. 

Perhaps  he  was  best  known  for  his  useful  textbook,  Surgery  of  the 
Chest,  which  first  appeared  in  1952,  beautifully  illustrated  by  Edna 
Hill  and  under  the  joint  authorship  with  the  late  Charles  Kirby.  John- 
son carried  it  on  through  a  second,  third  and  fourth  edition  with  the 
varying  collaboration  of  Dr.  Horace  MacVaugh  and  Dr.  John  Waldhau- 
sen.  Subsequently,  he  turned  it  over  to  Dr.  Waldhausen,  and  it  has 
been  published  through  a  fifth  edition  as  Johnson's  Surgery  of  the 
Chest. 

When  Dr.  Ravdin  became  the  John  Rhea  Barton  Professor  of  Surgery 
at  the  University  of  Pennsylvania,  he  established  two  surgical  services: 
Service  A  with  Dr.  Johnson  as  Chief  and  the  B  Service  with  Dr. 
Jonathan  Rhoads  as  Chief.  Later,  when  it  was  proposed  that  I  might 
serve  a  term  as  department  chairman,  I  talked  to  Julian  about  it  and 
he  said  he  would  support  me,  which  he  surely  did  through  that  dozen 
years. 


302 


MEMOIR 


In  1952,  with  Dr.  Ravelins  encouragement,  we  w  ent  before  a  conn 
appointed  master  to  ask  for  approval  for  the  incorporation  of  the 
Buckingham  Mountain  Foundation,  a  charitable  organization  of  which 
Dr.  Ravdin  was  the  president  until  his  health  failed  and  of  which  I)r 
Johnson  became  president  and  served  up  to  the  time  of  his  death.  l)r 
Johnson  was  the  largest  contributor  to  it,  and  the  Board  was  composed 
Of  the  three  grantors  and  their  wives.  In  the  thirty-five  years  of  its 
existence,  it  has  provided  or  will  provide  approximately  a  million 
dollars  for  various  projects  at  the  University  of  Pennsylvania  and  a 
considerable  sum  of  money  for  other  objectives,  mainly  in  the  field  of 
education. 

The  type  of  surgery  Dr.  Johnson  did  was  arduous  and  high  risk.  He 
wanted  to  stop  while  he  was  still  in  his  prime.  He  retired,  as  I  recall, 
three  days  before  his  sixty-seventh  birthday,  well  prepared  to  do  so 
by  his  deep  interest  in  gardening  and  his  equally  deep  interest  in 
hunting,  particularly  for  birds.  He  had  a  well-deserved  reputation  as 
an  excellent  shot.  He  and  Dr.  Paul  Mecray  and  later  Dr.  Sargeant 
Pepper  and  a  few  other  friends  had  a  farm  with  wetlands  in  southern 
Jersey,  fronting  on  the  Delaware  Bay.  He  would  often  spend  two  or 
three  days  at  a  time  maintaining  their  cabin,  cooking  meals  for  his 
friends,  raising  fresh  vegetables  on  the  arable  land  and  shooting  ducks 
when  in  season. 

During  the  war  he  served  four  years  with  the  20th  General  Hospital, 
the  University  of  Pennsylvania  Army  unit,  in  the  easternmost  part  of 
India,  Assam,  at  the  base  of  the  Burma  Road.  He  became  vice  chief  of 
the  Surgical  Service  under  Dr.  Paul  North  and  did  a  great  deal  of  the 
surgery. 

Julian's  dominant  quality  was  integrity.  He  was  not  only  honest;  he 
was  also  fair.  He  was  a  keen  observer,  extremely  intelligent,  consci- 
entious to  a  fault,  often  staying  in  the  hospital  with  ill  patients  over- 
night. Beyond  all  of  this,  he  was  generous  —  to  his  college,  of  which 
he  became  a  Trustee;  to  his  university;  and  to  his  many  friends  and 
relatives.  He  is  a  prime  example  of  the  man  described  in  the  parable 
in  the  book  of  Matthew  who  was  given  five  talents  by  his  master  and 
had  doubled  them  by  the  time  his  master  returned.  In  his  every  effort, 
he  enjoyed  the  enormous  support  of  his  devoted  wife,  Mary  Benn 
Johnson,  who  survives  him  with  their  daughter,  Joan. 

Hospital  of  the  University  of  Pennsylvania 
3400  Spruce  Street 
Philadelphia,  PA  19104 
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The  Blockley  Politician 

JOHN  C.  DaCOSTA 

Let  me  sketch  for  you  the  Blockley  politician  as  I  knew  him,  and  as 
some  of  us  may  know  him  in  the  future,  if  he  is  ever  again  permitted 
to  dominate  here. 

He  was  strictly  practical.  He  never  chased  any  rainbows.  He  had  no 
ideals.  He  regarded  reform  as  the  maunderings  of  the  imbecile  or  the 
obsession  of  the  wicked.  He  liked  to  speak  of  "snivel"  service  reform. 
He  was  a  true  Bourbon,  who  learned  nothing  and  forgot  nothing. 
There  was  never  the  remotest  chance  that  he  would  undergo  a  change 
for  the  better.  He  was  like  a  canal-boat  horse,  so  used  to  walking  on 
the  level  lowlands  that  you  could  never  teach  him  to  mount  a  hill. 

The  views  of  these  persons  were  well  voiced,  on  one  occasion,  by 
the  superintendent.  I  referred  him  to  Scripture  for  the  statement  that 
a  good  name  is  better  than  great  riches,  and  he  said:  "That  may  be  all 
true,  but  it  does  not  carry  so  many  divisions."  The  Blockley  politician 
was  as  utterly  insensible  to  all  criticism  as  a  stone  dog  would  be  to  a 
vote  of  thanks.  The  only  thing  he  was  afraid  of  was  the  anger  of  the 
great  boss;  and  he  would  fly  from  that  like  an  ignorant  savage  frightened 
by  a  comet,  and  might  fall  into  a  hole  as  he  ran.  He  always  had  a  great 
deal  of  improper  pull,  and  never  enough  reasonable  and  judicious 
push.  He  was  always  puffed  up  by  deceit,  but  not  propped  up  by  it.  He 
resembled  a  corkscrew  in  the  fact  that  the  more  crooked  he  was,  the 
more  pull  he  had.  You  could  no  more  expect  a  really  good  thing  from 
him  than  you  could  expect  to  get  peaches  from  a  gate  post  or  beefsteak 
from  a  nightmare.  He  was  from  5  feet  6  to  5  feet  10  high,  and  from 
10,000  to  20,000  dollars  short.  As  a  rule  he  could  consume  a  consid- 
erable amount  of  liquor.  He  was  apt  to  boast  that  whisky  never  gave 
him  a  head,  which  only  goes  to  prove  that  whisky  is  not  more  powerful 
than  the  Almighty. 

If  he  had  possessed  a  coat-of-arms  it  would  have  been  a  plain,  ordi- 
nary crook.  He  was  called  a  "Poor  Guardian,"  probably  because  he  did 
some  of  the  poorest  guarding  on  record.  He  was  always  liable  to  take 
a  trip  to  Canada  on  the  advice  of  his  lawyer,  and  not  of  his  physician; 
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for  he  was  prone  to  have  a  leg  in  the  board  room  and  one  in  tin 
Eastern  Penitentiary.  Like  Leonidas,  he  held  a  pass;  hut  it  was  a  railroad 
pass,  and  even  his  pulse  beat  with  a  dead  beat.  He  never  wort  gloves, 
and  I  do  not  know  why  his  crities  should  do  so.  1  le  se  ldom  wore  cuffs, 
and  his  wrists  always  presented  a  neglected  and  undecorated  appear 
ance  without  handcuffs.  He  was  apt  to  boast  that  he  was  self-made, 
and  1  always  regarded  it  as  noble  of  him  to  assume  the  responsibility. 
He  kept  his  party  faith,  and  everything  else  he  could  get  his  hands  on. 
His  parents  were  poor,  but  Irish.  He  was  skilled  in  the  fundamental 
branches  of  addition,  subtraction,  division,  and  silence,  and  in  the 
gentle  domestic  arts  of  perjury  and  blackmail.  When  he  saw  a  "divvy" 
going  on  in  the  neighborhood  he  could  cry  out  as  did  Hotspur: 

I  am  on  fire 

To  hear  this  rich  reprisal  is  so  nigh,  and  yet  not  mine. 

DaCosta,  J.  C.  1931-  Selections  from  the  Papers  and  Speeches  of  John  Chalmers  DaCosta, 
M.D.,  LL.D.,  pp.  165-66  and  424.  Philadelphia  &  London.  W.  B.  Saunders  Company. 
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Items  of  Interest  from  Philadelphia  Medical  Centers 


Hahnemann  University.  Alan  Jay 
Schwartz,  M.D.,  is  to  serve  as  asso- 
ciate dean  for  Medical  Affairs  and 
will  continue  as  senior  anesthesiol- 
ogist at  the  Children's  Hospital  of 
Philadelphia. 

Arthur  T.  Meyerson,  M.D,  has  been 
appointed  professor  and  chairman 
of  the  Department  of  Mental  Health 
Sciences. 

The  Medical  College  of  Penn- 
sylvania. A  Distinguished  Service 
Award  has  been  given  to  James  G. 
Bassett,  M.D.,  in  recognition  of  his 
thirty  years  of  service  to  the  insti- 
tution. The  new  short  procedure  unit 
has  been  dedicated  to  Dr.  Bassett 
and  Donald  R.  Cooper,  M.D. 

Garrett  £.  Bergman,  M.D.,  has 
been  elected  president  of  the  Med- 
ical/Dental staff  for  1987/88. 

June  F.  Klinghoffer,  M.D,  has  been 
named  the  first  Ethel  Russell  Morris 
Professor  of  Medicine. 

At  its  annual  meeting  the  Society 
of  Biological  Psychiatry  elected 
Wagner  H.  Bridger,  M.D.,  president. 

Harry  Gottlieb,  M.D.,  has  been 
elected  chairman  of  the  Medical 
Board  of  the  hospital. 

The  first  Henrietta  Ottinger  Hus- 
ton Macfarlane  Scholar  in  Obstet- 
rics and  Gynecology  is  to  be  Carolyn 
Beth  Hadley,  M.D. 


Thomas  Jefferson  University. 

Announcement  has  been  made  of 
the  appointment  of  Sergio  A  Jime- 
nez, M.D.,  as  director  of  rheumatol- 
ogy research  and  professor  of 
medicine. 

The  university  has  been  given  a 
$4.7  million  grant  to  study  epider- 
molysis bullosa.  The  program, 
funded  by  the  National  Institutes  of 
Health,  will  be  supervised  by Jouni 
Uitto,  M.D.,  professor  of  dermatol- 
ogy 

Paul  C.  Brucker,  M.D.,  has  been 
elected  president  of  the  American 
Board  of  Family  Practice. 

The  American  Society  of  Clinical 
Hypnosis  has  elected  Louis  L.  Du- 
bin,  D.D.S.,  Ph.D.,  president. 

The  University  of  Pennsylvania 
School  of  Medicine.  George  F. 
Murphy,  M.D.,  has  been  named  pro- 
fessor of  dermatology  and  pathol- 
ogy and  will  direct  the  Diagnostic 
Laboratory  of  the  Department  of 
Immunodermatology. 

The  Medical  Center  has  been 
given  S3  million  by  the  National  In- 
stitutes of  Health  to  study  osteo- 
porosis, one  of  three  centers  in  the 
country  so  designated. 
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